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ABSTRACT 
 
Background and purpose: This study concerns the promotion of child development and mental health from nurses' point of view in 
families in which a parent has a mental disorder and is in adult psychiatric care. Child development and mental health might be at 
increased risk in these families. The purpose of this study was to describe the current and potential application of preventive child-
focused family work (PCF-FW) from the nurses' point of view within adult psychiatry.  
 
Data and methods: The data were collected by means of questionnaires completed during April–May and August–October 2005. 
The sample of nurses (N=608) consisted of registered psychiatric nurses (RN, n=370) and practical mental health nurses (MHN, 
n=238), who were working in psychiatric outpatient (17) and inpatient units (28) in five university hospitals in Finland (Helsinki, 
Kuopio, Oulu, Tampere and Turku). Numbers of the participations were 310, (response rate 51 %).  Seventy two per cent of all 
participants (n=222) were registered mental health nurses (response rate 60 %) and 28% of all participants (n=88) were practical 
mental health nurses (response rate 36 %).    
 
The data were analyzed using the following statistical methods: descriptive statistics, Chi-square-test, Mann-Whitney U-test, Kruskal-
Wallis test and Post Hoc test for statistically significant results in Kruskal-Wallis tests. The results were presented as frequencies, 
percentage distributions and p values.  
 
Results: Both registered and practical adult psychiatric mental health nurses reported that they regularly meet clients who are 
parents of dependent children, the children less regularly, and that information was routinely gathered at their respective units about 
the children, their parents, their relationships with family members and the socio-economic situation of the families. Most of the 
nurses agreed that they support the children of their clients quite regularly by making arrangements to ensure the children’s safety, 
and talking to the children about their lives and parents. The nurses also supported the clients’ parenting quite regularly, by talking 
about their general well being and children with them. Nurses of both types considered that parenting was supported at their unit via 
the therapeutic milieu and by arranging support for their clients to manage at home. Registered and practical mental health nurses 
also recognized relationships both within and outside the family. Nurses’ individual attributes, such as their parental and marital 
status and participation in further education regarding families, were significantly related to their support for parents, children and 
family relationships. Furthermore, the nurses’ length of professional experience, work unit and the approaches applied to work with 
families were also significantly related to nurses’ support for children, parents and family relationships. Moreover, these individual- 
and work-related attributes were significantly related to both types of nurses’ considerations of the support provided for parenting at 
the unit.  Nurses also reported that there are factors related to hospital administration, nursing, individual nurses and families that 
limit their capacity to apply preventive child-focused family work in practice. Nurses’ attributes such as age, gender and length of 
professional experience were significantly related to these limitations. 
 
Conclusions and implications:  This study produced new information about the current and potential application of preventive 
child-focused family work from nurses' perspectives within adult psychiatry. It can be concluded that in adult psychiatric care both 
practical and registered mental health nurses are in a prime position to support children and families at early stages. There is a need 
to develop the competence of individual nurses, nursing methods and administrational support in order to apply preventive child-
focused family work in routine clinical adult psychiatric practice. The results of this study should be taken into account when planning 
nursing education and providing training courses for nurses and other health care professionals involved with meeting the needs of 
families affected by parental mental disorders.  
 
National Library of Medicine Classification: WS 350; WY 160 
 
Medical Subject Headings (MeSH): Parents; Mental Disorders; Child of Impaired Parents; Parent-Child Relations; Social Support; 
Psychiatric Nursing 
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TIIVISTELMÄ 
 
Tausta ja tarkoitus: Suurella osalla aikuispsykiatrisessa hoidossa olevista asiakkaista on alaikäisiä lapsia. Vanhempien 
mielenterveysongelmat koskettavat monin tavoin perheiden elämää, ja voivat vaarantaa lasten tervettä kehitystä sekä 
mielenterveyttä. Tämän tutkimuksen tarkoituksena on kuvata preventiivisen lapsikeskeisen perhetyön toteutumista 
aikuispsykiatrisessa hoitotyössä hoitajien näkökulmasta. Preventiivisen lapsikeskeisen perhetyön lähtökohtana on lapsen terveen 
kehityksen ja mielenterveyden edistäminen perheessä, jossa vanhemmalla on mielenterveysongelma.  
 
Aineisto ja menetelmät: Tutkimuksen kohderyhmän (N=608) muodostivat sairaanhoitajat (n=370) ja mielenterveyshoitajat (n=238), 
jotka työskentelivät aikuispsykiatrisilla poliklinikoilla (17) ja osastoilla (28) viidessä Suomen yliopistosairaalassa. Tutkimusaineisto 
kerättiin kyselylomakkeella huhti-touko- ja elo-lokakuussa 2005. Tutkimukseen osallistui 310 hoitajaa, joista 72 % (n=222) oli 
sairaanhoitajia (vastausprosentti 60) ja 28 % (n=88) mielenterveyshoitajia (vastausprosentti 36). Aineisto analysoitiin khii neliötestillä, 
Mann-Whitney U-testillä ja Kruskal-Wallis testillä, jonka merkitseviä tuloksia tarkasteltiin Post hoc testillä. Tulokset on kuvattu, 
frekvensseinä, prosentteina ja p-arvoina.  
 
Tulokset: Aikuispsykiatrian poliklinikoilla ja osastoilla työskentelevät sairaanhoitajat ja mielenterveyshoitajat tapasivat työssään 
säännöllisesti asiakkaita, joilla on alaikäisiä lapsia. Asiakkaiden lapsia he kohtasivat sen sijaan harvemmin. Hoitajien mukaan 
työyksiköissä kerättiin systemaattisesti tietoa vanhemmista, heidän lapsistaan, perheen ihmissuhteista ja sosioekonomisesta 
tilanteesta. Vanhemman sairaalahoidon aikana, suurin osa hoitajista ilmoitti tukevansa asiakkaidensa lapsia varmistaen lasten 
turvallisuuden kotona ja keskustellen lasten kanssa hänen tilanteestaan. Vanhemmuuden tukeminen toteutui hoitajan ja vanhemman 
välisissä keskusteluissa, joissa käsiteltiin vanhemman yleistä hyvinvointia ja perheen lapsia. Vanhemmuutta tuettiin myös 
hoitoyhteisön arjessa ja tarvittaessa vanhemmalle järjestettiin tukea kotona selviytymiseen. Hoitajat ilmoittivat huomioivansa myös 
perheen ulkopuoliset ja sisäiset ihmissuhteet tehdessään perhetyötä. Hoitajien henkilökohtaiset ominaisuudet, kuten siviilisääty, oma 
vanhemmuus, ammatillinen kokemus ja saatu lisäkoulutus olivat yhteydessä hoitajien lapsille ja vanhemmille antamaan tukeen sekä 
perheen ihmissuhteiden huomioimiseen. Työyksiköllä ja työyksikössä käytetyillä lähestymistavoilla perheiden kanssa työskentelyssä 
oli yhteys hoitajien lapsille ja vanhemmille antamaan tukeen sekä perheen ihmissuhteiden huomiointiin. Nämä henkilökohtaiset ja 
työhön liittyvät ominaisuudet olivat yhteydessä myös siihen, miten hoitajat arvioivat vanhemmuutta tuettavan työyksiköiden arjessa. 
Hoitajien mukaan preventiivisen lapsikeskeisen perhetyön toteuttamista aikuispsykiatrisessa hoitotyössä rajoittivat sairaalan 
hallintoon, hoitotyöhön, hoitajaan ja perheeseen liittyvät tekijät. Hoitajien ikä, sukupuoli ja työkokemuksen pituus olivat yhteydessä 
siihen, miten rajoittaviksi he edellä mainitut tekijät arvioivat.  
 
Johtopäätökset ja sovellutukset: Tämä tutkimus tuotti tietoa preventiivisen lapsikeskeisen perhetyön toteutumisesta 
aikuispsykiatrisessa hoidossa hoitajien näkökulmasta. Tulosten mukaan hoitajat ovat keskeisessä asemassa lasten terveen 
kehityksen ja mielenterveyden tukemisessa. Hoitajien osaaminen, hoitotyön menetelmien kehittäminen ja organisaation johdon 
antama tuki ovat keskeisiä tekijöitä, joihin tulevaisuudessa tulee kiinnittää nykyistä enemmän huomiota preventiivisen lapsikeskeisen 
perhetyön kehittämiseksi aikuispsykiatrisessa hoitotyössä. Lapsikeskeisen perhetyön menetelmät tulisi sisällyttää terveysalan 
koulutuksen opetussuunnitelmiin ja terveydenhuollon henkilöstön täydennyskoulutukseen.  
 
Luokitus: WS 350; WY 160  
  
Yleinen suomalainen asiasanasto (YSA): psykiatriset potilaat; vanhemmuus; lapset; mielenterveys; tukeminen; hoitotyö; 
sairaanhoitajat; mielenterveyshoitajat; lapsikeskeisyys; perhetyö 
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1 PURPOSE AND BACKGROUND 
This study concerns the promotion of child mental health and development in families affected by parental mental 
disorder. The purpose of this study was to describe the current and potential application of preventive child-
focused family work (PCF-FW) from the nurses' point of view within adult psychiatry.  
Intergenerational transfer of mental disorders and problems related to them in families, such as financial and 
marital problems, unemployment and alcohol abuse are major health and societal challenges in our society 
(Wang & Goldschmidt 1994, Handley et al. 2001, Weissman et al. 2006). These problems lead to marginalization 
within society and are major pathways to social exclusion within our society (Solantaus 2005). In Finland, mental 
disorders are the most common reasons for sick leave and disability pensions among adults of working age (Kela 
– The Social Insurance Institution of Finland 2007). Furthermore, most of the people concerned are also parents, 
hence parental mental health problems are the most important reasons for out of home custody of children in 
Finland (Kalland & Sinkkonen 2001, SOTKAnet Indicator Bank 2007). The number of children in out of home 
custody has sharply increased in recent years, approximately doubling between 1997 and 2007, to 16 000 
children in 2007, when community child welfare services were also involved with 57622 children (0-17 years) 
(SOTKAnet Indicator Bank 2007). It has been estimated that 20 % of adolescents have some kind of mental 
health problem (Aalto-Setälä et al. 2001), and increases in the numbers of children and adolescents in psychiatric 
inpatient care indicate that their problems are becoming more serious. For instance, there were 2285 adolescents 
(aged 13-17 years) in psychiatric inpatient care in 2006, 10% more than in the previous year. In addition, the 
number of care-days grew by 7% (133 858), to 40 days on average (National Institute for Health and Welfare 
2008.) Numbers of children aged 0-12 years who received psychiatric inpatient care also grew by 8 % in the 
same year, to 1217 children in 2006, with an average length of care of 33 days.  Mental health problems were 
also the most important reasons for families receiving disability allowances for persons younger than 16 years in 
2008, accounting for 40% of such allowances, in total (Kela –The Social Insurance Institution of Finland 2009). 
These data reflect the growing incidence of such problems in society. In Finland, Erkonlahti and her colleagues 
(2004) recorded that 75 % of clients in child inpatient units have at least one parent with psychiatric diagnoses. 
Thus, there is an urgent need to break the generational cycle and support these families in as early stages as 
possible.  
 
The need to break the generational transfer of these problems has been well recognized in heath policy. For 
instance, the official Finnish plan for addressing mental health and substance abuse problems emphasizes the 
importance of promoting mental health, and identifying (and reducing) the transfer of problems over generations 
(Ministry of Social Affairs and Health 2009). In addition, the development of services and early intervention 
methods for families with children in order to promote child and adolescent mental health is a central aim of both 
European and national social political programs, as illustrated, for instance, by the Report and Recommendations 
of the EU Consultative Platform on Mental Health 2006 (European Commission 2006), Health 2015 Public Health 
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Program (Ministry of Social Affairs and Health 2001), National Development Plan for Social and Health Care 
Services KASTE Program 2008-2011 (Ministry of Social Affairs and Health 2008) and Strategies for Social and 
Health Policy 2010 (Ministry of Social Affairs and Health 2001). 
 
Available knowledge indicates that the affected children are not a small or marginalized population. Indeed, it has 
been estimated that 25 % of Finnish adults have some kind of mental health problems (Pirkola & Sohlman 2005), 
and that as many as 340 000 Finnish children are affected by some kind of parental mental health problems 
(Finnish parliament 2006).  Approximately one in three psychiatric patients have dependent children, and as 
many as 20-25% of such children live in families with parental mental health problems. It has been estimated that 
25% of psychiatric clients in community care in Finland are parents of dependent children (Leijala et al. 2001), 
and international studies undertaken in adult mental health services suggest that at least 20 %, and in some 
cases up to 50 %, of adults who use mental health services have children (Downey & Coyne 1990, Blanch et al. 
1994, Devlin & O‟Brian 1999, Fudge et al. 2004, Mason & Reupert 2005). Children whose parents have been 
diagnosed with mental disorders have a significantly elevated risk of being diagnosed with a psychiatric 
disturbance, even in adulthood, compared to children whose parents do not have such disorders (Downey & 
Coyne 1990, Beardslee et al. 1998, Lieb et al. 2002, Weissman et al. 2006). 
 
In Finland individuals younger than 18 years old are legally defined as children. In this study such individuals are 
described as dependent children, or simply children. Finnish mental health professionals are required by the 
Finnish Child Welfare Act (417/2007/10§) to identify whether or not a client has dependent children and to 
evaluate their situation when the parent is admitted into mental health care, in accordance with recommendations 
of a report based on a large Schizophrenia project run in Finland between 1981 and 1987 (Alanen et al. 1988) 
and Finnish quality recommendations for adult mental health work (Ministry of Social Affairs and Health 2001).  
 
The admittance of a parent into psychiatric care could provide an opportunity for these usually unidentified 
children to become accessible for intervention. At this time, mental health practitioners have an unusual 
opportunity to assist not just the patient, but also his/her children, and the well parent, to cope with their current 
crisis before any further problems develop (Devlin & O´Brien 1999, Östman & Hanson 2002, Solantaus 2005). 
However, service systems may view adults with mental disorders in complete isolation from their children, and 
thus may not provide comprehensive, integrated services that can enhance family stability and self-determination. 
Indeed, to service providers, the children of parents with mental disorders are often “invisible” (Inkinen 2001, 
Fudge & Mason 2004, Singleton 2007, Gray et al. 2008, Slack & Webber 2008). In Finland (Inkinen 2001), as well 
as in Europe generally (Hetherington & Baistow 2001), children of parents with mental disorders have been 
largely marginalized by general professional practices and the social and political policies of their countries.  
 
Previous studies have thoroughly established the links between parental mental health problems and subsequent 
disturbances in children‟s development. Parental mental health problems place children at a significantly greater 
risk of having poorer social, psychological and physical health than children in families that are not affected by 
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mental disorder (Rutter & Quinton 1984, Beardslee et al. 1998, Lee et al. 2002, Stallard et al. 2004); the risk for 
children developing at least a minor adjustment problem by adolescence is increased by 50–70%, and a child 
who has two parents with mental disorders will have at least a 25-30% probability of developing a more serious 
mental health problem (Canino et al. 1990). Children of depressed parents have a 40% greater probability of 
developing a mental disorder, typically depression, before they are 20 years old and a 60% greater probability 
before they are 25 years old, than those in healthy families (Beardslee et al. 1998).  
 
Research has identified several predictors for children‟s psychopathology in families affected by parental mental 
disorder. Genetic inheritance has been found to have a significant effect on the transmission of psychiatric 
disorders from parents to children, although this influence varies considerably according to the type of mental 
disorder (Leverton 2003). However, bio-genetic inheritance alone does not explain the increased risk of mental 
health problems in such children,  and researchers are aware that there are multiple causes, with environmental 
factors playing a significant role (Rutter 1999, Handley et al. 2001, Foster et al. 2004). The quality of psycho-
social disadvantages associated with parental mental disorder, inter alia the impact of the disorder on: parenting; 
family discord and disorganization has been found to be important issue to children‟s development and mental 
health (Beardslee et al. 1997a); poverty and housing problems; disruptions to childcare and schooling; and the 
family environment, including family relationships and the child‟s own life (Beardslee et al. 1998, Foster et al. 
2004). However, several studies have shown that, despite the risks, many affected children remain healthy. 
These studies have provided information regarding protective factors that increase the resilience and promote the 
development of the children (Beardslee & Podorefsky 1988, Place et al. 2002, Foster et al. 2004).   
  
Several authors have also provided information regarding children‟s or adolescents‟ experiences of living with a 
parent with a mental disorder (Buckwalter et al. 1988, Dunn 1993, Meadus 2000, Jähi 2004, Valiakalayil et al. 
2004, Pölkki et al. 2004, Foster 2006) and their experiences of psychiatric services (Knutsson-Medin 2007). 
Furthermore, there is a growing body of literature and research knowledge regarding children who care for a 
mentally ill parent (e.g. Underdown 2002, Aldridge & Becker 2003, Allister & Aldridge 2006, Gray et al. 2008, Holt 
2008). The most recent studies have produced further knowledge about the needs of children affected by 
parental mental health problems (Marsh & Johnson 1997, Cowling 1999, Östman & Hanson 2002, Fudge & 
Mason 2004, Stallard et al. 2004, Valiakalayil et al. 2004, Maybery et al. 2005, Singleton 2007, Slack & Webber 
2008). 
 
There is also previous research concerning mental disorder and parenting. The needs of the parents with a 
mental disorder (Wang & Goldsmith 1994, Cowling 1999, Ramsay et al. 2001, Thomas & Kalucy 2003, Fudge et 
al. 2004, Fudge & Mason 2004, Maybery et al 2005), the impact of the disorder on parenting (Nicholson et. al 
1998a, Nicholson et al. 1998b), and parenting competency assessment (Jacobsen et al. 1997) have all been 
addressed in previous research, although most of the relevant research on parenting has focused on mothers 
with a mental disorder (Mowbray et al. 1995, Dipple et al. 2002, Mowbray & Mowbray 2006).  
 
4 
Several international studies have clearly shown the benefits of preventive interventions for parents, children and 
family functioning (e.g. Beardslee et al. 1997ab, 2003, 2007, Fraser et al. 2006). These studies have included 
randomized trials and describe several preventive interventions developed for families affected by parental 
mental disorder (e.g. Beardslee et al. 1993b, Beardslee et al. 1996, Solantaus & Beardslee 1996, Beardslee et al. 
1997abc, Beardslee et al. 2003, Beardslee et al. 2007, Clarke et al. 2001, Hinden et al. 2005,  Clarke et al. 2003, 
Pitman & Matthey 2004).  
 
Despite an immense body of previous research on families affected by parental mental disorder, there is very little 
research knowledge concerning the nurses’ possibilities to support these families, although the following studies 
have provided relevant information. Thompson and Fudge (2005) studied mental health nurses´ beliefs and 
practices in adult mental health services in Australia, and nurses’ attitudes toward service users’ children have 
been studied in the UK by Slack and Webber (2008). There are also some literature reviews concerning the role 
of nurses in families affected by parental mental disorder (Devlin & O’Brien 1999, Foster et al. 2004, Mason & 
Suberi 2006). Buckwalter and colleagues (1988) interviewed children of affectively ill parents and gave 
suggestions for nursing practice. Handley and colleagues (2001) studied the needs of children with a parent with 
mental illness and outlined some recommendations for nursing practice and education. Foster (2006) researched 
experiences of adult children of parents with mental disorders and applied the findings to nursing practice.  
 
In conclusion, there is research knowledge concerning the impact of parental mental disorder on families, 
children, parenting and the needs of affected children and parents. Preventive interventions have been found to 
be beneficial for families in order to promote child healthy development and support parenting.  
 
However, there has been no previous published research on how the needs of these families and children are 
met in general adult psychiatric services, and how nurses´ support the child development and mental health by 
working with whole affected families.  
 
Nurses, who constitute the majority of the mental health workforce, are in a unique position to support children 
and families and identify those at risk and intervene early (Devlin & O’Brien 1999, Foster 2006). They should 
have a holistic view of family functions as a result of their education (Mason & Suberi 2006) and are among the 
few health professionals who have direct and frequent contact with clients and their families (Devlin & O’Brien 
1999, Foster 2006).  
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2 PROMOTING CHILD DEVELOPMENT AND MENTAL HEALTH IN ADULT PSYCHIATRIC CARE   
 
2.1  Adult psychiatric care in Finland  
 
Structure of the services. Psychiatric and mental health services in Finland include primary and special health 
care services (Harjajärvi et al. 2006). The context of this study is specialized adult psychiatric health care in 
university hospitals‟ adult psychiatric inpatient and outpatient units. Among the university hospitals in Finland, 
specialized psychiatric inpatient care is provided at central hospitals, regional hospitals and independent 
psychiatric hospitals and state hospitals where criminal clients are taken care of (Latvala 1998, Lehtinen 2000, 
Välimäki et al. 2003, Ministry of Social Affairs and Health 2009). Specialized psychiatric outpatient care in Finland 
is the responsibility of municipalities´ primary health care services or the psychiatric outpatient units of hospital 
districts (Ministry of Social Affairs and Health 2002). In Finland the common assumption since the 1980s has 
been that the best way to look after people with mental disorders is community based psychiatric care 
(Lavikainen et al. 2004, Hautala-Jylhä 2007). The Finnish Mental Health Act (1116/1990/4§) emphasizes the 
community as the primary location for looking after clients who need psychiatric care.   
 
The Finnish Mental Health Act (1116/1990/3§) requires municipalities or joint municipal boards to arrange mental 
health services in an appropriate way to meet the needs of the populations they serve, both quantitatively and 
qualitatively. Section 4 of the Act requires each hospital district and the public health centers operating within it to 
ensure, in co-operation with local municipal services and the joint municipal board responsible for specialized 
health services, that mental health services within the region form a functional structure. If a client needs 
specialized psychiatric care he/she will be referred to community-based psychiatric care services by a general 
practitioner in a health care center or by a physician in private health care. From community psychiatric care, a 
client can be referred to psychiatric inpatient care, if the services in the community are not adequate to treat the 
client‟s mental disorders (Finnish Mental Health Act 1116/1990/4§, Lehtinen 2000). In addition, the Finnish 
Special Health Care Act (1062/1989/31§) stipulates that the client must be referred by a doctor in psychiatric 
outpatient care or, in an emergency, by a general practitioner in order to receive hospital inpatient care. The 
average stay in hospital inpatient care is 36 care days, according to data for 2006 (National Institute for Health 
and Welfare 2008) and, subsequently, hospital care usually continues via the outpatient unit and through 
community psychiatric care (Hautala─ Jylhä 2007). Private psychiatric services are also available in the Finnish 
health care system, and several municipalities or joint municipal boards buy statutory psychiatric and mental 
health services, especially psychiatric nursing home services, from the private sector (Wahlbeck et al. 2006). 
Adult psychiatric clients. Most adult psychiatric clients receive psychiatric care voluntarily. The Finnish Mental 
Health Act (1116/1990/4§) highlights clients‟ own responsibilities and the importance of seeking care when 
needed. In some cases, the client is admitted involuntarily into psychiatric care; a third of the clients in psychiatric 
hospitals in 2006 were referred to hospital care against their will (National Institute for Health and Welfare 2008). 
The rules for involuntary care are defined by the Finnish Mental Health Act (1116/1990/4§) and the client can be 
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referred to a psychiatric hospital against their will only if three conditions are met simultaneously: 1) the individual 
must be diagnosed as being mentally ill; 2) she/he must require treatment for a mental illness which, if not 
treated, would become considerably worse or severely endanger her/his health or the safety of others; and 3) all 
other mental health services must be inapplicable or inadequate. Clients in adult psychiatric care have various 
types of mental disorders with differing degrees of severity (American Psychiatric Association 2000, Bogenschutz 
2007). The most common diagnoses among Finnish psychiatric inpatients include schizophrenia, psychotic 
disorders, depression, affective bipolar disorder and depression. In 2006, there were 31 799 patients in adult 
psychiatric inpatient care, half of whom were women, and the average age of the patients was 42 years. Although 
total numbers of days spent in inpatient care is decreasing, there were 1 704 798 care-days in 2006 (National 
Institute for Health and Welfare 2008). 
Mental disorder is synonymous with mental illness and interferes significantly with individuals‟ cognitive, 
emotional and/or social abilities (Commonwealth Department of Health and Aged Care 2000, Bogenschutz 2007). 
Mental health problems are less severe and have a shorter duration; they interfere less with a person‟s cognitive, 
emotional or social abilities than a diagnosable disorder (Mental Health Council of Australia 2008). Most clients 
suffering from mental health problems can be treated by community mental health services without hospitalization 
(Green 2002, Jarvik 2007). The concept of “mental disorder” is used to cover all diagnoses of clients treated in 
hospital inpatient or outpatient units by the nurses questioned in this study. The concept of mental disorder is 
generally used by the WHO (2004) to cover these problems.  
 
Adult psychiatric care is multidisciplinary and it is usually planned and evaluated within a multiprofessional team, 
which usually consists of a doctor (psychiatrist), social worker, psychologist, mental health nurse and 
occupational therapist if available (Slack & Webber 2008). The aim of the multiprofessional team is to respond to 
the needs of the client as broadly as possible and plan the care according to the client‟s individual needs. Usually, 
the multiprofessional team designates a personal nurse to each client for individual care (Lehtinen 2000, 
Lönnqvist et al. 2007, Slack & Webber 2008). The client and family members are part of the team and in family-
centered care family members are involved in planning, delivery and evaluation of the client‟s care (Institute for 
Family Centered Care 2008). Psychiatric nursing delivered by nurses incorporates nursing science into client care 
(Garland 1994).  
 
Adult psychiatric care.  In adult psychiatric care biological, psychological interaction and social approaches are 
all used to varying degrees in various cases (Alanen et al. 1984, Lönnqvist et al. 2007). In the biological approach 
mental disorder is understood in terms of the biological functioning of the nervous system (Gross 2002), and 
interventions based on the biological approach include the administration of brain-disabling treatments such as 
drugs, light and electroshock therapies (Lönnqvist et al. 2007), and various other treatments that are not 
undertaken in Finland at the moment, including vagus nerve stimulation, brain magnet therapy and brain 
operations (Gross 2002). The most commonly used biological treatment is medication; tranquilizers and sedatives 
may be prescribed to reduce anxiety and distress, antidepressants are sometimes used to treat affective 
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disorders, and stimulants (which accelerate bodily processes) have been used to treat depression and over-
activity (Gross 2002, Lönnqvist et al. 2007). In Finland medication is a commonly used treatment; psychosis 
medication was provided for 94 357 Finnish people aged 25-65 years (1.8% of this population) and medication for 
depression for 264 398 people by Kela – The Finnish Social Insurance Institution (SOTKAIndicator bank 2007).  
 
The psychological interaction approach includes different types of psychotherapeutic treatments (Lönnqvist et al. 
2007). The psychotherapeutic treatments that form the basis of the psychological approach are aimed at 
reconstructing incorrect development or actions and are derived from models related to mental disorder. 
Psychological treatments emphasize the individual‟s development history, early interaction in their family and their 
life history (Schizophrenia Australia Foundation 2005). The first, and still widely used, method is psychoanalytic 
individual psychotherapy, originally developed by Freud. Psychotherapeutic methods have been developed 
through research into specific disorders and the benefits of cognitive therapy, psycho educative therapy and other 
treatments have been demonstrated. The aim of the psychotherapeutic treatments is to increase clients‟ 
understanding of the way that they act and think in new situations, and whether their responses are adequate. In 
addition clients are helped to develop new and more appropriate ways to interact with other people (Jarvik 2008, 
Lönnqvist et al. 2007).  
 
The social care approaches address the connection between intervention and society with respect to mental 
health and mental disorders. In the social approach, social relationships, social skills, networks, family and 
interactions in society are observed. Community-based interventions and group therapy are based on this social 
approach (Alanen et al. 1984, Lönnqvist et al. 2007). In adult psychiatric units, especially in inpatient units, group 
programs are widely used, representing this type of social approach in care (Moilanen 2000). According to 
Isohanni and Nieminen (1990) the aims of a therapeutic group program are to learn life skills and self-caring skills 
in a supportive environment by making use, in a structured way, of the issues that connect individuals. This 
approach emphasizes the client's autonomy and their support for each other; it makes use of a range of group 
activities. In this study “group program” refers to approaches that use the therapeutic milieu as a support for client 
care (Moilanen 2000). 
 
The biopsychosocial view of mental disorders, which combines all three approaches, is currently the most widely 
accepted view in Finland; most mental health professionals utilize this approach in their work and in client care 
(Lehtonen & Lönnqvist 1999). Application of the biopsychosocial approach in patient care is also recommended in 
current care guidelines (Käypä hoitosuositus) for depression (the Finnish Medical Society Duodecim 2004) and 
schizophrenia (the Finnish Medical Society Duodecim 2008). This means that the biological, psychological and 
social aspects of a person‟s life are acknowledged in shaping and determining an individual‟s health. In care, the 
impact of these factors is acknowledged and biological, individual and social care methods are integrated. In 
practice this means that medication, psychotherapy and support of the family and social network are combined in 
client care (Lönnqvist et al. 2007, Jarvik 2007).   
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Mental health nurses. Registered (RN) and practical mental health nurses (MHN) work with clients in all levels 
of health care in order to promote clients health, prevent future problems and disorders and offer rehabilitation for 
clients (Finnish Nurses Association 2009). In Finland the registered nurses‟ program is a higher education degree 
undertaken at a university of applied sciences and lasts 3½ years. The course comprises general nursing studies 
and at the end of the studies nurses have specialized courses for mental health, crises and substance abuse 
work. Practical mental health nurses study for three years in a vocational institute and gain a basic degree in 
social and health care. The first two years of study include general health and social care and the last year covers 
mental health and intoxicant welfare (Nursing in Finland 2008). The role of registered nurse in Finland is 
independent and they have a responsibility of the decisions made concerning clients care (Välimäki et al. 2000). 
Registered nurses in Finland have high degrees of autonomy, and responsibility for decisions made concerning 
clients‟ care (Välimäki et al. 2000). Mental health nurses work in multiprofessional teams providing inputs of 
nursing expertise to client care (Finnish Nurses Association 2009). Both RNs and MHNs can work as case 
managers for clients and participate in family meetings. RNs are more often responsible for planning and 
evaluating family nursing and MHNs are more often involved with patients‟ everyday activities at the unit level. In 
addition both types of nurses have the opportunity to study relevant issues further for professional development, 
e.g. family therapy. Networking and short courses related to work with families are also considered to constitute 
further family education in this study (Nursing in Finland 2008). Mental health nurses are engaged in working with 
people, and supervision is used in order to assist the practitioners to learn from their experiences and to facilitate 
increased expertise, as well as to ensure good service to clients (Hyrkäs 2002).  
 
2.2 Family perspective in adult psychiatric care 
 
As a multidimensional concept, the family can be defined in several ways, depending on the culture and the view 
point from which it is observed (Hakulinen & Paunonen 1994, Friedeman et. al. 2003). The narrowest definition of 
the family is a married couple with common children who are living with them; this is also the most traditional form 
of the family (Friedeman et al. 2003). This kind of definition is based on biological and sociological features. 
Wider definitions of the family emphasize the judicial and psychological factors that define the family. This wider 
definition of family also covers the unmarried parent with a child, gay and lesbian families and foster families 
(Friedeman et al. 2003). Recent family definitions are more situation-specific, emphasizing the individual 
experiences of the family. In nursing practice the client is able to define who belongs to their family. In this study 
the family is deemed to consist of at least one adult (parent or carer) with a mental disorder and at least one child 
less than 18 years old.   
 
In the past, in psychiatric care, the family context has been seen as dysfunctional in order to explain the family 
member‟s disorder; therefore family participation in client care was not considered appropriate (Barrowclought & 
Tarrier 1992). Recently, family participation has been developed as part of client care and it belongs within the 
social care approach (e.g. Smith et al. 2007). There are several family-related concepts, such as family nursing 
(Pitkänen et al. 2002), family-centered care, family therapy and family work, which have been used to describe 
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different perspectives of the family in the adult psychiatric care context (Mohr 2000, Puotiniemi et al. 2001, 
Pitkänen et al. 2002). The main principles of these approaches are described in Table 1.  
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Table 1. Family-related concepts in adult psychiatric care  
Family-related concepts 
 
Family work 
 Involves co-operation with families of people with mental disorder (Rose et.al. 2004, Sjöblom et al. 2005). 
 Aims to prevent family members developing their own problems (Bibou-Nakou et al. 1997, Östman et al. 2005).  
 Aims to increase families’ ability to cope and decrease the burden of care and to prevent relapses of the client (Leff et 
al. 2001, Smith et al. 2007).  
 The family is not a target of the care (Leff 2005, Smith et al. 2007).  
 Involves giving information about the current disorder, developing problem-solving skills, defusing emotions such as 
rejection or the desire to quit, challenging emotional over-involvement and working as a co-therapist  (Leff et al. 2001, 
Leff 2005, Smith et al. 2007).   
 Importance of the family history recognized in order to increase professionals’ understanding of family strengths and 
vulnerabilities (Cullberg 1999, Smith et al. 2007).  
 
Preventive family work  
 Is a multiprofessional concept (Heino et al. 2004, Smith et al. 2007) including child protection, family therapeutic and 
preventive services (Heino et al. 2000). 
 Involves early intervention in families if there are issues causing problems in the family or children's lives  
       (Solantaus 2005) 
 Aims to prevent child mental health problems and promote good mental health (Beardlee 2006) 
 Is  a method to prevent the development of problems in a child welfare context (Hurtig 2003, Uusmäki 2005) 
 Is a holistic approach to reducing the risk factors in a family (Huhtanen 2004) 
 May be in the form of social, spiritual and economic support for families that are at risk (Hurtig 2003) 
 Includes all actions undertaken by the family at home, through social and health services (Heino et al. 2000, Uusimäki 
2005)  
 
Family-centered care 
 Involves the process of planning, delivering and evaluating client care (Institute for Family Centered Care 2008). 
 Families are given alternatives and choices according to their specific needs and strengths (Vuokila-Oikkonen 2002).   
 Five levels of family-centered care can be defined 
1. Only the individual client is observed  
2. The clients' wellbeing is seen in relation to the family  
3. Individual family members are considered within the family  
4. The family is seen as a system  
5.The family system is considered to be dysfunctional and family therapy is emphasized. Family therapy is based 
on this view of care and has been traditionally used in psychiatric care (Hakulinen & Paunonen 1994)  
 
Family  therapy 
 Is a form of psychotherapy that involves all the members of a nuclear or extended family 
 The most widespread form of family therapy is based on family system theory (Laitila 2004, Smith et al. 2007) 
 Individuals’ symptoms of illness are seen as  manifestations of dysfunction within the family system (Laitila 2004, 
Aaltonen 2006) 
 Regards the family, as a whole, as the unit of treatment, and emphasizes such factors as relationships and 
       communication patterns rather than traits or symptoms in individual members (Aaltonen 2006, Smith et al 2007).  
 Has been used for families with children at risk of developing conduct problems (Sanders et al. 2000)  
   
 Family Nursing 
 Describes nurses’ co-operation with families (Wright & Leahey 2005, Hakulinen & Paunonen 1994)  
 Aims to analyze the relationships between the family and the individual, emphasizing the strengths and resources of 
the family in a care plan (Pitkänen et al. 2002, Friedeman et al. 2003).   
 Requires knowledge of family development, family functions, family dynamics and the external and internal coping 
methods of the family (Wright & Leahey 2005). 
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2.3 Interventions for families with children affected by parental mental disorder  
 
There is research evidence spanning several decades of the negative impacts on children affected by parental 
mental disorder. This evidence creates a growing pressure for mental health services to do something with these 
families and children (Fraser et al. 2006).  Solantaus and Toikka (2006) argue that there is evidence for the value 
of promotive and preventative interventions with respect to child development, but few have been extensively 
applied.  
 
Beardslee and his colleagues have developed several interventions to meet the needs of children of parents 
experiencing a mental disorder (Beardslee et al. 1992, 1993a, 1997abc, 2003, 2007). Most of these interventions 
have been undertaken in families with parental depression or other affective disorders, and they have been 
carried out as randomized trials, with a group of clinician-facilitated and lecture-based interventions, including 
education of the parents and/or children about the disorder that affects them. Information has been given 
separately to the children and parents or included in a single family meeting. The aim of these interventions was 
to educate parents and thus affect their children's understanding of the condition, and to mitigate children's 
depressive symptoms (e.g. Beardslee 1996, Beardslee et al. 2003). The main results were that, in both cases, 
parents and children benefit from the intervention. These short-term preventive interventions, particularly the 
clinician-facilitated ones, have long-term benefits for families with parental affective disorder, and have resulted in 
increased communication in families, an important protective factor in child development (Beardslee & 
Podorefsky 1988).  
 
The results demonstrated that the clinician-facilitated interventions were more effective for families. This means 
that when the intervention concentrates on the unique life experience of each family and is connected to their 
everyday life it is more effective (e.g. Beardslee et al. 1996, Beardslee et al. 1997b). As a result of these 
interventions, children developed a greater understanding of parental affective disorder and family 
communication, while parents developed an understanding of children's experiences of depression. Changes in 
parent's perceptions translated directly into changes in children's own understanding of parental illness. Parental 
behavior and attitude changes and their connection to changes in children‟s understanding highlight an important 
mediating factor: family change (Beardslee et al. 2003, 2007). 
 
Clarke et al. (2001) trialed a cognitive intervention for children of depressed parents and found positive effects of 
the intervention with respect to preventing depression in adolescents, who reported improved understanding of 
their parents' situation and positive changes in cognitive processes. In contrast, a randomized trial of a group 
cognitive intervention for preventing depression in adolescent offspring of depressed parents produced no 
significant results when the adolescent was already depressed (Clarke et al. 2002). 
 
A significant improvement in understanding mental disorders and in life skills was also reported by children of 
parents with schizophrenia or depression as a result of a three day group program for children (Pitman & Matthey 
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2004). This program included communication exercises, artwork and peer support, as well as provision of age-
appropriate information about mental illness.  
 
Orel et al. (2003) describe a program for children who have a parent with mental illness, including psycho-
educational groups, peer support groups and a mentoring program aimed at enhancing children's ability to 
understand and cope with their parent's mental illness. Children and parents reported improvements in all areas 
of self esteem and a number of positive changes in children after the program. Only a few negative effects were 
reported by parents.  
 
The “Invisible children‟s project” (Hinden et al. 2005) was based on intensive and comprehensive case 
management. Case managers provided education, referral, transport, emotional support and advocacy. In 
addition, families had access to flexible funding and material support and 24-hour crisis services. The project had 
several positive outcomes. The numbers of parents hospitalized decreased and family housing improved. 
Furthermore, employment and education increased among parents. Families had a better support network and 
better access to adequate medical and mental health care. Both parenting skills and child safety improved. 
Improvements in children‟s functioning were observed at home and school.  
 
As the systematic review of preventive interventions reveals, there have been no interventions that measured 
cost-effectiveness or included consumer or carer consultation, and only a few studies have outlined the 
theoretical basis for the development of the intervention program (Fraser et al. 2006). Therefore, to understand 
the service needs of these families and to develop effective interventions, the clinical implications of family 
outcomes and the efficient use of mental health and social services must be addressed (Hinden et al. 2006).  
More detailed information about previous interventions is presented in Appendix 1.  
 
2.4 Ecological theory as a perspective for child development and mental health  
 
In this study the “ecological theory” by Bronfenbrenner (1979) was chosen as the perspective for preventive child-
focused family work. This theory enables us to observe the family; parents and children as part of the wider 
society, rather than in isolation.  
  
Bronfenbrenner‟s ecological theory (1979) relates to the interactions between individuals and their environment. It 
emphasizes the meaning of the environment in which the child lives and it considers the issues that affect the 
explicit and implicit factors influencing child development. According to ecological theory, child development is 
affected by genotype/heredity and the environment.  A child is dependent on their family and, at the same time, 
the family‟s way of life affects the child‟s development (Bronfenbrenner 1979, Määttä 1999, Puroila & Karila 
2001). The family's way of life is influenced by circumstances in the wider context of the family, including parents 
or carers, the extended family, the neighborhood, community and cultural climate (Bronfenbrenner 1979, Puroila 
& Karila 2001, Leinonen 2004). Therefore, any attempt to improve the life of families, children and parents in 
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families affected by parental mental disorder, must be based on a good understanding of the child and parent 
within the family and its environment (Bronfenbrenner 1979, Seifer 2003, Korkiakangas 2005). 
 
In ecological theory, the interactions between family and the environment is observed at four hierarchical levels: 
micro-, meso-, exo-, and macro-systems, (see Figure 1). The interactions between all these levels are important 
conserning the family life and child development (Bronfenbrenner 1979, Puroila & Karila 2001). For the child, the 
family is the most immediate environment affecting his/her development; the microsystem interaction takes place 
inside the family. Later in the child‟s life there will be other microsystems, such as day care settings, school and 
other children in the neighborhood (Bronfenbrenner 1979, Puroila & Karila 2001, Solantaus 2001). The quality of 
the family in which a parent has a mental disorder depends on its ability to promote the child‟s development and 
provide a context that is emotionally appropriate and challenging for child development (Bronfenbrenner 1979, 
Repetti et al. 2001). Although all relationships within the family, including those between siblings and between 
parents, affect the environment in which the child develops (Repetti et al. 2001, Seifer 2003, Barnes et al. 2004), 
the most crucial context for child development is the parent–child relationship (Beardslee et al. 1997b). 
 
According to Bronfenbrenner (1979), the internal personal characteristics of the child, such as temperament, 
coping skills and biological factors such as gender, are elements of the child‟s microsystem. It is important to 
recognize this whilst also considering the family environment that influences the child‟s development 
(Bronfenbrenner 1979, Puroila & Karila 2001). This means that in families where one parent has a mental 
disorder, there are direct effects on child development and mental health (Bronfenbrenner 1979).  
 
The environments in which the family and children live form their social environment. This social environment 
(mesosystem) consists of unofficial networks associated with the family; these can assist in coping with parental 
mental disorder or make it more difficult. The parent with the mental disorder, and often the well parent as well, 
have limited resources to meet the emotional needs of their children (Thomas & Kalucy 2003). The quality and 
existence of relationships that the parent has outside the family can also affect the parent–child relationship in the 
context of child developmental needs. An extended family, e.g. grandparents, parents and siblings, is usually the 
most natural external support system for parents and children (Cowling 1999, Rose et al. 2004). The experiences 
of a family affected by parental mental disorder are dependent on the quality of the people they have around and 
how these individuals respond to the needs of the parent and children.  
 
The community and institutional environment (exosystem) includes the institutions offering services to the family 
of the parent who has the mental disorder and the availability and quality of other sources of support in the 
community. The quality and the timing of the care offered to the parent can aggravate or improve the family 
situation. The timing and location of support is also important for the whole family, including the children.  
 
Co-operation between different services, e.g. child welfare and adult psychiatric services, is an aspect of this level 
(Leinonen 2004). The community in which the family lives forms the other part of the family's exosystem. Families 
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affected by parental mental disorder are at risk of isolation from the wider community, hence the activities 
available to parents and children are an important factor (Place et al. 2002). The community provides both 
informal and formal sources of support for the family, and the nature of the community, for example opportunities 
provided for outdoor activities, affects family life. Furthermore, other community issues, such as parents‟ working 
conditions, that affect the family‟s everyday life are aspects of this level. However, if the family is already isolated, 
a functional community may have little impact. Members of the family may have insufficient skills to use the 
services available or may feel that they do not belong to the community. Transportation to access health care 
services and hobby activities is a very important part of the exosystem (Howard 2000).  
 
The fourth and broadest level of the ecological environment is the societal environment (macrosystem). This 
includes all ideologies, cultural and material systems that influence society. This system covers family, social and 
health policy and laws, e.g. (in Finland) the Child Welfare Act and mental health laws and regulations; these have 
an effect on the lives of families affected by parental mental disorder and regulate the services available to such 
families and their children (Leinonen 2004). All political decisions at this macro level reflect the values and 
attitudes of society. These decisions can promote or undermine the wellbeing of any family with dependent 
children affected by parental mental disorder, and they define the quality and availability of the services for such 
families. The cultural environment, including attitudes towards mental disorders, determines families‟ habits, 
choices, social interaction and resources (Bronfenbrenner 1979). The values in society also determine how 
people with mental a disorder and their children are treated by all levels of society.  
                                                      
In child mental health interventions the best results are achieved by targeting support towards the child's 
environment (McGuire & Earls 1991).  Ecological theory highlights the impact of each layer of the system and the 
relationships between these levels for child development and family life while determining the risk to a child and 
supporting the family. These environments experienced by the child and the family are described in Figure 1. 
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Figure 1.  Ecological theory (after Bronfenbrenner 1979) as a perspective for child development in preventive child-
focused family work in adult psychiatry. (Picture modified after Saarinen et. al. 1994).  
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2.5 Rationale of preventive child-focused family work in adult psychiatry 
 
2.5.1 Parental mental disorder and changes in family life  
 
Children who live in a family where a parent has mental health problems may experience a home environment 
that is different from that encountered by other children (Dunn 1993, Stallard et al. 2004, Mayberry & Reupert 
2005, Singleton 2007). When one family member becomes unwell or when stressors increase, relationships and 
family function can be disturbed (Cowling 1996, Seifer 2003, Thomas & Kalucy 2003, Mason & Suberi 2006). This 
is because the well-being of all family members is related and problems affecting an individual family member 
have an impact on the whole family (Devlin & O‟Brien 1999, Cowling 1999, Seifer 2003, Thomas & Kalucy 2003).  
In its simplest form, the distress and functional impairment of the sick member of the family are felt on a daily 
basis by others in the household (Seifer 2003, Stallard et al. 2004). At a more complex level, when the mentally ill 
family member is a parent, there are well-established risks to the children in that family because of the family 
disruption (Rutter & Quinton 1984, Devlin & O‟Brien 1999,  Östman & Hanson 2002, Seifer 2003). Moreover, if 
the parental mental health problems are associated with other risk factors, such as substance abuse, the 
children‟s vulnerability is increased (Repetti et al. 2002, Valiakalayil et al. 2004).  
 
Furthermore, when a parent is affected by a mental disorder, the family is at greater risk of experiencing 
relationship discord, discontinuity of care, poor general parenting skills, as well as poverty and its consequences, 
such as poor housing and lack of transport (Howard 2000, Foster 2006, Mordoch & Hall 2008). Rutter & Quinton 
(1984) highlighted the high level of marital discord and marriage breakdown in families where a partner 
experiences a severe mental disorder. If the parent displays delusional or aggressive behavior, the home 
environment may be chaotic or threatening for children (Jacobsen et al. 1997). The family‟s socio-economic 
status has been associated with the pathology of parents and children (Mowbray et al. 2006, Smith 2004). 
Moreover, adverse living conditions or an unstable home life might increase the problems with a child‟s 
development (Solantaus 2001). 
 
In addition, families affected by a parental mental disorder are more likely to experience social isolation because 
of the stigma (Wang & Goldsmith 1996, Handley 2001). Family members may fear that they will be stigmatized by 
association with mental health patients and mental health settings (Kai & Crosland 2001). In the wider society, 
stigmatization might lead to marginalization and isolation, discrimination with respect to insurance, housing and 
employment, and may increase the adversities experienced by these families (Marsh & Johnson 1997, Byrne 
2000, Johnstone 2001).  
 
2.5.2 Impact of the mental disorder on parenting  
 
Parents are central to the lives of children and have a great capacity to influence their growth and development 
from their very first moments of life (Hoghugni & Speight 1998, Göpfert et al. 2004). Effective parenting can be 
defined as a process that adequately meets the child's needs according to prevailing cultural standards, which 
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change from generation to generation. The process includes the rearing of children with love, care and guidance 
and facilitating development; this role is undertaken by one or more parents or the carer of the child (Hoghugni & 
Speight 1998). These skills require knowledge of normal child development as well as understanding a child's 
needs, safety, nutrition, health and physical care (Hoghugni & Speight 1998, Rhee et al. 2006). Parenting  is an 
important role, first in protecting a child from harm and safeguarding his/her physical and emotional health, 
secondly, in setting and enforcing boundaries to ensure the safety of the child and others, and thirdly, in optimizing 
the child‟s potential (Ramsay et al. 2001).  
 
Although, parenting is a meaningful life role and fulfils human needs it also involves demands that are stressful 
for most individuals (Nicholson et al. 1998a, Östman & Hanson 2002). In some families, the occurrence of a 
mental disorder makes parenting even more difficult (Östman & Hanson 2002, Thomas & Kalucy 2003, Fudge et 
al. 2004). A parent‟s mental health problem can adversely affect their parenting skills (Rutter & Quinton 1984, 
Bifulco et al. 2002, Thomas & Kalucy 2003) and the stress of parental responsibilities can exacerbate a parent‟s 
health condition (Dunn 1993, Oyserman et al. 2000, Dwyer et al. 2003, Leverton 2003, Smith 2004, Foster 2006). 
In a situation where the parent is incapable of undertaking fundamental parenting duties, the child‟s development 
can be endangered (Nicholson et al. 1998a).  
 
Although a mental disorder will impact on a parent‟s ability to care for their children (Fudge et al. 2004), the issue 
is not about being a “bad parent", but rather that the mental disorder and related problems limit their parenting 
capacity and ability to interact (Solantaus 2005). Furthermore, many parents with mental health problems 
continue to parent their children well and many children with parents who have a mental disorder do not suffer 
any adverse effects (Cowling 1999, Smith 2004).  
 
A parent with a disorder. In difficult times, a parent‟s capacity to maintain a protective relationship with his/her 
young children may be compromised; this is often perceived as loss of parenting ability (Dunn 1993, Valiakalayil 
et al. 2004, Fudge et al. 2004, Mordoch & Hall 2008). A parent experiencing a mental disorder might have 
difficulties in taking care of a child‟s safety and physical needs (Handley et al. 2001, Thomas & Kalucy 2003). 
Moreover, a parent may become emotionally unavailable to his/her children because of their own health problems 
(Oyserman et al. 2000, Foster 2006) and may be unable to respond to all the developmental needs of their child 
(Dunn 1993, Devlin & O‟Brien 1999, Thomas & Kalucy 2003). Furthermore, a parent may be unaware of their 
child‟s emotional needs (Cowling 1996, Stallard et al. 2004, Mayberry & Reupert 2005) or may ignore the child 
because of their own problems (Thomas & Kalucy 2003, Valiakalayil et al. 2004, Mordoch & Hall 2008).  
 
In addition, communication between the child and the parent might be disturbed; the parent may talk less to their 
child. Studies have shown that a parent with depression can have difficulties with communication, for example 
responding in a negative manner to their children (Jacob & Johson 2001). Furthermore, other disorders such as 
bipolar affective disorder or schizophrenia can decrease a parent‟s ability to recognize and respond to their 
children‟s non-verbal communication (Vance et al. 2008). A parent might also respond in an inappropriate manner 
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to their children‟s needs (Slack & Webber 2008) and treat their children in a negative manner or use ineffective 
discipline (Ethier et al 1995, Murray 1996, Berg-Nielsen et al. 2002). A parent might struggle to evaluate age-
appropriate responsibilities for children and therefore allow too much responsibility (Foster 2006). Furthermore, a 
parent may provide inappropriate guidance and boundaries, thus providing insufficient stability for a child 
(Nicholson et al. 1998a, Thomas & Kalucy 2003, Foster et al. 2004). A parent might also have poor insight into 
how their problem affects their children and family (Thomas & Kalucy 2003, Stallard et al. 2004, Foster 2006). 
However, despite the negative impact of illness, parents tend to perceive their relationship with their children 
positively and want professional support for their children (Cowling 1999, Östman & Hanson 2002, Fudge et al. 
2004, Stallard et al. 2004, Mayberry & Reupert 2005). 
 
The well parent. Parental mental health problem can also have a significant impact on the parenting capacity of 
the well parent and affect their relationship with the children (Östman & Hanson 2002). Partners and carers of 
parents with a mental disorder may experience social isolation themselves and may struggle to understand the 
mental disorder, its impact on parenting ability, and the services available to the family (Cowling 1999, Östman & 
Hanson 2002, Pölkki et al. 2004). A spouse may experience grief, anxiety, guilt and rejection towards the affected 
individual, which can negatively affect the relationship between the child and the well parent (Ross 1999). 
Because of the increased responsibility and difficult family situation (Marsh & Johnson 1997), the well parent may 
also be physically and emotionally unavailable to the children (Brunette & Dean 2002, Pölkki et al. 2004).  
 
Coping with a mental illness at the same time as looking after children can put both parents under considerable 
pressure. Although they generally want to care for their children as usual, mental illness can leave parents 
isolated and preoccupied with their own feelings and needs. Furthermore, asking for help with parenting is 
difficult, especially if parents fear that their care-giving skills may be criticized, or the family separated (Stallard et 
al. 2004, Göpfert et al. 2004).  
 
2.5.3 Impact of parental mental disorder on the child 
 
A parent‟s mental health problem does not automatically result in negative effects on the child or the parent–child 
relationship (Cowling 1999, Valiakalayil et al. 2004). However, the association between parental mental disorders 
and adverse outcomes for children has been well established (Rutter & Quinton 1984, Beardslee et al.1998). In 
families where a parent is experiencing mental disorder children are at an increased risk of psychopathology, 
behavioral disturbances, impairment in psychosocial functioning, delayed or deviant development, and emotional 
and behavioral problems compared to children from more stable, mentally healthy families (Rutter 1966, Downey 
& Coyne 1990, Gopfert et al. 1996, Beardslee et al. 1998, Cleaver et al. 1999, Oyserman et al. 2000, Larsson et 
al. 2005). Such children are commonly screened for such risks, e.g. poor social functioning, the inability to sustain 
close friendships, excessive guilt, negative self-perception, poor cognitive development and learning difficulties 
(Cowling 1999, Mordoch & Hall 2002, Seifer 2003, Mayberry & Reupert 2005). They have also been found to be 
at a greater risk of exhibiting suicidal behavior (Weisman et al. 1997).  
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In many cases the identification of these problems also leads to diagnosable psychiatric disorders (Webster & 
Seeman 1996, Beardslee et al. 1998). The emotional and behavioral problems of children are not direct results of 
the parent‟s illness, but stem from social and other forms of adversity resulting from having a parent with a mental 
disorder (Rutter 1986, Slack & Webber 2008). The length of the illness will also affect the child, for example if the 
mental health problem is chronic and enduring, then the child is at a greater risk of developing problems 
(Hendrick & Daly 2000). The timing of parental mental disorder, in terms of children‟s growth and development, 
will also influence health outcomes (Singleton 2007, Mordoch & Hall 2008). The age of the child will strongly 
determine their vulnerability or resilience to different disruptions in parenting behavior, and in their relationships 
with their parent (Mordoch & Hall 2008). Beardslee et al. (1998) found that the younger the child at the onset of 
the parent‟s illness, the greater the likelihood of them developing mental health problems later in life.  
 
Children who have a parent with mental health problems, often experience fear of having the same illness in the 
future (Beardslee & Podorefsky 1988, Handley et al. 2001, Stallard et al. 2004, Singleton 2007). These children 
have been shown to have worries specific to their family situation, such as whether their parent will need to be in 
hospital permanently, and whether they are the cause of their parent‟s mental health problems (Carley et al. 
1997, Cowling 1999, Fudge & Mason 2004, Mayberry et al 2005, Mordoch & Hall 2008). Children usually do not 
have enough knowledge of the parent‟s problem (Stallard et al. 2004). Not understanding what is wrong with the 
parent and the reasons for the parent‟s behavior can lead to frustration and fear in children (Meadus & Johnson 
2000, Valiakalayil et al. 2004). Child development can also be adversely affected by the parent responding to 
their own psychotic or depressed world. In these cases children do not know which experiences are real and 
which are not, what is normal and what is not normal (Dunn 1993, Marsh & Johnson 1997). The child‟s way of 
coping can include various behaviors, notably ignoring the problem, avoiding the parent, crying alone, attempting 
to control their anger, and running away from home (Beardslee & Podorefsky 1988, Buckwalter et al. 1988, 
Valiakalayil et al. 2004). For some children their level of anxiety and terror may result in punishment and, while for 
many children negative attention is far more preferable to none at all (Absler 1999), other children learn to protect 
themselves by becoming quiet and invisible (Meadus & Johnson 2000, Valiakalayil el al. 2004). 
 
An important part of the child‟s life and development takes place outside their home relationships. However, the 
social interaction of children might be limited as a result of several factors related to the parent‟s problem. 
Children can feel afraid, anxious or guilty about their parent‟s illness, and find it hard to make and keep friends 
(Aldridge & Becker 2003, Stallard et al. 2004, Mordoch & Hall 2008). Children may also feel embarrassed or 
ashamed as a result of the stigma associated with their parents' mental disorder, they may be teased or bullied 
by others, and may not feel sufficiently comfortable to entertain friends at home (Dunn 1993, Foster 2006). 
Usually, such children are embarrassed about the parent and feel that they are different from other children 
(Dunn 1993, Valiakalayil et al. 2004, Mayberry et al. 2005, Mordoch & Hall 2008). They find it difficult to speak 
with friends or relatives about their family problems (Beardslee & Prododofsky 1988, Absler 1999, Valiakalayil et 
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al. 2004) and keep their experiences in the family a secret (Absler 1999, Handley et al. 2001). On the other hand, 
a child might feel afraid of what might happen to their parent while she/ he is not at home (Stallard et al. 2004).   
  
Developmentally, children are egocentric so they only understand the world from their limited perspective (Berk 
2005). If the parent is unwell they may, depending on the age of the child, misinterpret this and assume 
responsibility (Devlin & O‟Brien 1999), resulting in feelings of guilt, confusion and rejection (Göptert et al. 2004). 
Moreover, children may develop harmful misconceptions such as blaming themselves for the parent‟s problems 
(Dunn 1993, Handley et al. 2001, Valiakalayil et al. 2004, Mordoch & Hall 2008). Children of parents with a 
mental disorder experience a variety of difficult emotions and life experiences related to the disorder (Carley et al. 
1997, Mordoch & Hall 2008). These feelings and experiences can constitute enormous barriers to normal living, 
particularly if the children cannot differentiate between feelings that are based on fact and those that are products 
of the stigma associated with having a parent with a mental disorder (Beardslee & Pododefsky 1988, Dunn1993, 
Lancaster 1999, Valiakalayil et al. 2004).  
 
2.5.4 Impact on family relationships  
 
Parental mental disorder can result in significant family disruptions and changes in relationships both within and 
outside the family (Dunn 1993, Valiakalayil et al.  2004). Parents and children in families affected by parental 
mental disorder are vulnerable, often marginalized and they are less likely to have opportunities to participate in 
community activities (Cowling 1999, Mayberry et al. 2005).   
 
Parental mental disorder usually has a significant effect on the family‟s socio-economic situation, particularly in 
single parent families (Seifer 2003). In families with young children, spouses may give up their own occupation 
(Östman & Hanson 2002) and experience emotional and financial losses (Marsh & Johnson 1997). Therefore, 
families in which a parent has mental health problems are more likely to experience poverty, housing problems 
and marital discord (Beardslee et al. 1998).  
 
Families‟ low socio-economic status has been associated with an increased pathology of parents and children 
(Mowbray & Oyserman 1995, Mowbray & Mowbray 2006, Smith 2004). Even in families without mental health 
problems but with a lower socio-economic status, children are more likely to suffer from emotional disorders than 
those from more affluent families (Mordoch & Hall 2002). Many families are living in poverty; this creates an 
additional range of stressors for parents and families (Mowbray et al. 2006). If social and psychosocial problems 
(e.g. criminality, drugs and poverty) are compounded, child development may be put at risk (Goodman et al. 
1997, Solantaus 2001).   
 
Family disruption may also lead children to take on age-inappropriate responsibilities (emotional and practical) 
associated with parental roles and tasks such as caring for younger siblings or preparing meals (Axelsson - 
Östman & Johansson 1995, Cowling 1999, Aldridge & Becker 2003, Fudge & Mason 2004, Maybery et al. 2005). 
Because of their care-giving role, these children are often isolated from the extended environment (e.g. from 
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friends and hobbies), while they assume too much responsibility for their sick parent (Dunn 1993, Valiakalayil et 
al. 2004, Aldridge 2006, Foster 2006). The normal developmental tasks of childhood and adolescence, such as 
separating from parents and developing relationships and interests outside the family, may be impaired because 
of the dependency needs of the ill parent (Dunn 1993, Devlin & O'Brien 1999, Solantaus 2001, Valiakalayil et al. 
2004). Furthermore, care-giving has been associated with limiting young peoples´ friendships, educational 
achievement and personal growth (Aldridge & Becker 2003, Aldridge 2006).   
 
2.6 Preventive child-focused family work   
 
2.6.1 Preventive approach to family affected by parental mental disorder 
 
According to Solantaus and Toikka (2006) the needs of families affected by parental mental disorder can be 
divided into three categories: needs for child protection, needs for child psychiatric treatment and support needs 
for child development. Solantaus (2005) described these family needs as representing three different “doors” 
through which professionals can enter into the family. By opening the first door, of child protection, professionals 
assume that there are problems in the family and examine whether the children‟s safety and nurture are 
compromised. Professionals who come into the family via the second door, psychiatric care and investigation, are 
looking for children who have either minor or major mental health problems. The aim of this is to identify problems 
and initiate intervention as soon as possible. When opening the third door, professionals assume that parental 
mental disorder changes the life of the family and children in several ways that are difficult to understand, but by 
supporting the family the professional facilitates the children‟s developmental needs and prevents future problems 
(Solantaus 2005, Solantaus & Toikka 2006).  
 
2.6.2 Support for parenting  
 
Parents may struggle to think and talk about the impact that their mental health problems have on their children 
because they may feel guilty about it; services must, therefore, be mindful of this when broaching the subject 
(Göpfert et al. 2004). Nurses and other adult mental health workers should take the initiative in effectively 
assisting clients who have concerns about parenting and their children‟s needs (Devlin & O‟Brien 1999, Handley 
et al. 2001, Foster et al. 2004, Mayberry & Reupert 2005). For parents it might be easier to discuss child rearing, 
visitation and custody with nurses and other health care professionals (Devlin & O‟Brien 1999). Such issues are 
often difficult to discuss with professionals within the child welfare system (Foster et al. 2004, Foster 2006), and 
parents might fear losing custody of their children because of a mental health problem (Nicholson 1998b). 
Furthermore, as with a many ongoing stressors, individuals may be unwilling to share their family situation with 
others for fear of the attached stigma (Stanley et al. 2003, Stallard et al. 2004, Pitman & Matthey 2004).   
 
Parents may have a limited understanding of mental health problems and be concerned about parenting and 
possible emotional or behavioral problems that their children could encounter because of the impact of such 
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problems (Handley et al. 2001, Diaz-Caneja & Johnson 2004). Although all parents struggle with issues related to 
raising children (Blanch et al. 1994, Handley et al. 2001), parents in families with a mental disorder may feel that 
they are inadequate parents (Nicholson et al. 1998a, Handley et al. 2001). For this reason, they may not be able 
to assert their rights as parents and be advocates for their children (Fudge et al. 2004). Most parents with a 
mental disorder continue caring with great love for and commitment to their children. However, their situation can 
be made more difficult than it should be if they do not receive the understanding and support they need (Östman 
& Hanson 2002, Stallard et al. 2004). 
 
Parents can be helped by giving them insight into their mental health problems and the implications for the family 
and their children; they can be supported by providing information about diagnosis, prognosis, management and 
services (e.g. literature) (Beardslee et al. 1997ab, Ackerson 2003, Göpfert et al. 2004, Solantaus & Toikka 2006). 
Nurses can advise parents, by helping them to see the impact of the mental disorder on parenting and family life.  
Parents often need information about how children might react when a parent has problems and how they can 
support their children (Beardslee et al. 1997a, 2003, 2007), and parents can be encouraged to share parenting 
responsibilities with other adults, (e.g. members of an extended family), emphasizing the importance of positive 
role models and other safe adults for children to interact with (Diaz-Caneja & Johnson 2004, Nicholson & 
Glayfield 2004). In addition, the value of outdoor activities and peers to enhance children‟s well-being could be 
discussed with parents (Nicholson & Glayfield 2004).  
 
Greater prominence should also be given to the role of parenting by assisting clients in the resumption of their 
parental role and managing their parental duties following a period in hospital (Handley et al. 2001, Thomas & 
Kalucy 2003, Fudge et al. 2004, Knutson-Medin 2005). Thomas & Kalucy (2003) interviewed parents with a 
mental disorder about the impact of their illness on their children and families. Client-parents reported that the 
lack of activity and rigid routines in hospital contributed to the feeling that their time there does not prepare them 
for returning home and functioning as a parent. Client-parents wish for more practical help with parental 
responsibilities and the opportunity to discuss difficulties (Thomas & Kalucy 2003, Diaz-Caneja & Johnson 2004).  
Supporting and maintaining parental responsibilities in a therapeutic milieu motivates client-parents to participate 
actively in treatment in a hospital or become involved with psychiatric services in the community (Diaz-Caneja & 
Johnson 2004). Parenting can be supported by giving clients the opportunity to share their experiences with, and 
obtain guidance about coping from, other parents with mental health problems (Handley et al. 2001, Diaz-Caneja 
& Johnson 2004).  
 
Parents worry about the impact that their mental illness may have on their children (Stallard et al. 2004).  Even 
when they are in hospital they continue to think about their children and care about their welfare, therefore 
children‟s visits are also regarded as important by client-parents (Handley et al. 2001). To promote positive 
contact between children and parents, and maintain the clients‟ responsibility as a parent, the family should have 
the opportunity to spend time together in a safe environment in the hospital. It is important for the family to 
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maintain contact in these circumstances and hospital staff need to be aware of these issues and make visiting 
facilities as welcoming as possible (Göpfert et al. 2004). 
 
2.6.3 Supporting the child  
 
Previous research has revealed internal and external factors that contribute to healthy child development. Child 
development can be promoted by supporting these external and internal protective factors in an appropriate way, 
depending on the age of the child (Foster et al. 2004, Mordoch & Hall 2008). It is important to acknowledge that 
some of these factors cannot be changed, such as the age of the child or the duration of the parent‟s illness. 
However, there are factors that are suitable for professional intervention. Support for children should be given in 
co-operation with the parents. Some parents with a mental disorder may not be aware of or may minimize the 
effect of their illness on their children (Singer et al. 2000, Thomas & Kalucy 2003). Generally, parents want their 
children to be provided with explanations about the events and circumstances surrounding the illness (Wang & 
Goldsmith 1996, Handley et al. 2001). However, parents‟ resistance has been found to be a possible hindrance in 
supporting their children (Stallard et al. 2004, Maybery et al. 2005). Some parents will protect their children, but 
believe that mentioning and talking about the parent‟s problems might be harmful (Stallard et al. 2004).  
 
Despite the possible negative impact of parental mental disorder, with the right support and clear information 
children can be helped to cope with the situation (Göfert et al. 2004, Beardslee et al. 2003, 2007). The child‟s 
level of understanding of their parent‟s problems will also affect how much it impacts on them, and the meaning 
that they give to the illness. As mentioned earlier, if children blame themselves for their parent‟s problems, as a 
result of their egocentric thinking, then the parents‟ mental problems are more likely to have a greater impact on 
the children (Göftert et al. 2004). Nurses can help increase children‟s understanding of their parent‟s mental 
health problems and their resilience through providing appropriate support and information (Mayberry et al. 2006, 
Singleton 2007). 
 
Providing children with the opportunity to talk about their experiences and feelings (e.g. fears, shame and guilt) 
concerning the parent‟s illness makes a significant contribution to supporting their present and future emotional 
health (Absler 1999). It is important for mental health professionals to understand the child‟s perspective, 
particularly since some children manage to hide their feelings and misconceptions about their parent‟s problems 
(Marsh & Johnson 1997, Mordoch & Hall 2002, Mayberry et al. 2005). Discussions and information given to 
children should be age-appropriate (Absler 1999, Cowling 1999, Fudge & Mason 2004). It is important for a child 
to hear that he/she is not the reason for the parent's problems or behavior (Cowling 1999, Mayberry et al. 2005), 
and that professionals and other adults are responsible for taking care of the parent (Devlin & O'Brien 1999, 
Stallard et al. 2004). Children are not supported if they are not told about their parent‟s disorder; being given 
conflicting information from different members of the family is a particular problem (Handley et al. 2001).  
 
When a parent is admitted to a psychiatric facility, a broader-based assessment might enable nurses to identify 
the children in the family and to assess their strengths and vulnerabilities (Devlin & O‟Brien 1999, Meadus 2000). 
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Despite such opportunities, there is evidence that the psychological needs of children who have a parent with a 
mental disorder are often not met (Pitman & Matthey 2004). Nurses need to give their commitment to family-
focused care and marshal their resources at all levels to meet the needs of these families (Meadus 2000).   
Prilleltensky et al. (2001) argue that the social and political contexts in which children's problems occur are 
usually ignored. Childhood itself is conceptually sidelined in political decision-making and, in many contexts; 
children are not visible within the social processes that shape their lives.  
 
Internal protective factors. Some children are more resilient than others and seem to cope better with their 
parent‟s mental illness, understanding more of what is happening and supporting their parent with confidence 
(Mordoch & Hall 2008). The internal factors that can protect a child and support their healthy development are 
connected to the child‟s personality and self-image (Foster et al. 2004, Foster 2006), which provide protection 
against the negative effects of the parental disorder and support positive development (Place et al. 2002, Foster 
et al. 2004). Children who have a positive sense of themselves and the world around them, for example high self-
esteem and a positive self-image, manage better with the effects of their parent's mental disorder (Rutter & 
Quinton 1984, Bell & Suggs 1998, Hammen 2003). A high level of activity, or at least one special interest, as well 
as the ability to maintain a positive outlook, reduces a child's risk of mental health problems in the future (Seifer 
2003). Furthermore, children who have an active approach to life, including strategies to overcome problems, 
problem-solving abilities (Beardslee & Podorefsky 1988, Hammen 2003), a capacity to think autonomously and 
an ability to commit to relationships with others (Rutter & Quinton 1984, Mordoch & Hall 2008) manage better with 
a parent‟s disorder. Personal characteristics such as an easy-going temperament, a sense of humor and 
intelligence are likely to lead to emotional self regulation and self-reflection (Rutter & Quinton 1984, Aldridge & 
Becker 2003, Hammen 2003). 
 
Beardslee and Podorefsky (1988) studied children of depressed parents; the adolescents who were classified as 
being resilient had superior social and cognitive skills, a deep understanding of their parent‟s illness, the ability to 
individuate and the capacity to draw on relationships outside the family. In addition, children who are able to put 
their experiences into words and share them with others are likely to be more resilient. Children often blame 
themselves for their parents‟ problems, but if they do not feel guilty they are likely to be less adversely affected 
(Beardslee & Prododofsky 1988, Solantaus & Beardslee 1996). The gender of the child also affects how they 
manage parental mental disorder: boys usually experience more adverse outcomes (Rutter & Quinton 1984).  
 
Family and community protective factors. There are also several external factors that protect children from 
adverse outcomes and support their healthy development. External protective factors include those within the 
family and in the community that may enhance the child‟s resilience; these include good relationships with the ill 
or the well parent (Rutter 1986, Beardslee & Pododefsky 1988, Bibou-Nakou 2003, Foster et al. 2004). A stable 
cohesive family, and the extent and quality of the external support system are also protective factors (Smith 
2004). Children who have one or more adults with whom they can develop a supportive relationship, manage 
parental illness better (Beardslee & Pododefsky 1988, Solantaus & Beardslee 1996, Cowling 1999). Outdoor 
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activities and relationships with children of their own age are also protective factors (Beardslee & Pododefsky 
1988, Cowling 1999, Fudge & Mason 2004, Maybery et al. 2005).  Children who have a counselor, an adult 
confidant, or a peer with whom they can talk also appear to adjust better to emotionally charged situations 
(Beardslee et al. 1998, Buckwalter et al. 1988, Handley et al. 2001).  
 
2.6.4 Strengthening family relationships 
 
Meaning of relationships to parents. Parents in families affected by parental mental disorder can be socially 
isolated and become burdened by their parenting responsibilities (Cowling 1996). Mental disorder can reduce a 
parent's ability to maintain social relationships and cause conflict with relatives and other people (Murray 1996).  
There is a need for these parents to find support from their extended family and the wider community (Nicholson 
et al. 1998b, Rose et al. 2004).     
 
Family relationships, friendships and involvement in social activities can offer a psychological buffer against 
stress (Stallard et al. 2004); parents with a mental disorder cope better as parents if they have a social network 
(Ackerson 2003). Support for parents is also necessary, while marital problems are also more common in families 
where one parent has a mental disorder (Downey & Coyne 1990). Parents, especially mothers, with a severe 
mental disorder are more likely to live without a partner (Nicholson et al. 1998a); for these individuals, a support 
network is crucial as a source of emotional and social help (Mowbray et al. 1995). In addition, practical support for 
parental responsibilities will increase a parent‟s wellbeing (Thomas & Kalucy 2003) and emotional support can 
also help a parent to cope better with health problems (Cowling 1999).  
 
Partners can also be a source of support for the ill parent by assisting with childcare and housekeeping (Rose et 
al. 2004). By undermining parents‟ ability to parent or manage with the illness, however, a spouse can sometimes 
cause more stress (Nicholson et al. 1998a). The extended family (grandparents, aunts, uncles, cousins etc.) 
could also play a role in supporting, sharing parenting responsibilities, minimizing disruption in the household and 
providing a buffer zone to protect children (Smith 2004). Nicholson et al. (1998a) showed that relationships with 
members of the extended family tend to become more dependent than they were prior to the illness (Nicholson et 
al. 1998b). However, members of the extended family may also feel overwhelmed and deny their feelings 
(Handley et al 2001, Rose et al. 2004). Sometimes, they might also make decisions related to children's 
schooling or health care, and make parents feel that they are losing their parental responsibilities to the extended 
family (Nicholson et al. 1998b). Other individuals, such as godparents, are another source of help with nurturing 
and sharing parental responsibilities (Handley 2001, Valiakalayil et al. 2004).  
 
Meaning of the relationships to children. The children in families where a parent has a mental disorder can 
become isolated from their peers and other community members (Dunn 1993, Maybery et al. 2005). Children 
might feel embarrassed as a result of the stigma associated with their parent‟s mental disorder and therefore may 
not invite peers home (Dunn 1993, Valiakalayil et al. 2004). Children who have trusted adults (grandparents, 
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godparents, aunts, uncles etc.) outside the family throughout their development, manage better with parental 
illness (Beardslee & Podorefsky 1988, Cowling 1999).  
 
Positive peer relations and having someone to talk to on a regular basis are important components of the coping 
mechanism (Fudge & Mason 2004, Valiakalayil et al. 2004, Mordoch & Hall 2008). Other role models for 
vulnerable children and sources for support outside the family could be teachers, school counselors, trainers, 
mental health professionals, priests and good neighbors (Dunn 1993, Bibou-Nakou 2003, Fudge & Mason 2004). 
School nurses, and counselors practicing within the school system, are also valuable resources for adolescent 
children. If school personnel are aware of the parent‟s illness, the school nurse or school counselor may be a 
valuable source of support in helping children to adjust to the mental disorder of a parent (Meadus 2000). Role 
models outside the family are potential buffers for vulnerable children (Beardslee & Podorefsky 1988, Foster et al. 
2004). Within the family, a positive relationship with at least one parent is a protective factor for child 
psychological health (Rutter 1979). Other meaningful social and emotional connections within the family are with 
siblings. Within families which experience problems, the siblings support for each other has been found to be 
crucial for children‟s wellbeing and their ability to cope (Cowling 1999, Fudge & Mason 2004, Maybery et al. 
2005). The rationale, content and aims of preventive child-focused family work are illustrated in Figure 2.  
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PREVENTIVE CHILD-FOCUSED FAMILY WORK  
 
           Parental mental disorder impacts on:  
 
 
   CHILD PARENTING          FAMILY NETWORK 
   
 
  R I S K    T O    C H I L D    D E V E L O P M E N T    A N D    M E N T A L    H E A L T H  
 
  Support for children     Support for parenting Strengthening family relationships 
 Supporting children in co-operation 
with parents 
 Taking initiative in talking about 
children and parental responsibilities  
 Finding sources for parents to 
strengthen their social network 
 Providing information at age-
appropriate level 
 
 Being  aware of the fear of stigma 
and guilt of parents`  
 
 Encouraging  social activities of 
parents and the whole family 
 Avoiding  giving  conflicting 
information for child 
 Being  aware of parents‟ fear of 
losing custody of the children 
 
 Possibilities for practical support for 
parental responsibilities  
 
 Assessing the strengths and 
vulnerabilities of children  
 Supporting  parents to assert their 
rights as parents 
 Finding sources of emotional support  
 
 Increasing children‟s understanding 
of their parent‟s mental health 
problems 
 
 Providing  information about 
diagnosis, prognosis, management 
and services 
 
 Encouraging  partners to assist with 
childcare and housekeeping 
 Explaining the events and  
circumstances related to parents‟ 
situations 
 
 Giving parents insights into their 
mental disorders and the 
implications for their family and 
children 
 Encouraging to share parental 
responsibilities with others (e.g. 
extended family)   
 
 Clarifying misconceptions about 
parents‟ problems 
 Helping parents to see the impact of 
the mental disorder on parenting 
and family life 
 Increasing social communication (e.g. 
with neighbors and family friends )  
 
 Providing  children an opportunity to 
talk about experiences and feelings 
 Providing information about ways 
parents can support their children 
 Finding possibilities for children to talk 
on a regular basis and form positive 
peer relations 
 
 Releasing children from feelings of 
guilt related to parents‟ situations  
 Encouraging parents to share 
parenting responsibilities with other 
adults, e.g. extended family 
 
 Supporting  family relationships within 
the family  
 Releasing children from the 
responsibility for parents‟ care  
 Emphasizing the importance of 
positive role models and the value of 
outdoor activities and peers 
 
 Encouraging  siblings to support each 
other  
 Encouraging children to engage in 
outdoor activities and with peers 
 Promoting  positive contact between 
children and parents 
 Assessing the children‟s situation in 
the family 
 
 Asking about other safe adults in the 
children‟s lives 
 Supporting parental responsibilities 
of the clients during care  
 
 
                                       
              P R O M O T I O N   O F   C H I L D   D E V E L O P M E N T   A N D   M E N T A L   H E A L T H  
 
 
Figure 2. Preventive child-focused family work in adult psychiatric care 
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2.7 Factors limiting nurses' capacity to apply preventive child-focused family work in adult psychiatric 
care 
 
Mental health services traditionally perceive the individual with the illness as the only one in need of help (Devlin 
& O'Brien 1999, Hetherington & Baistow 2001, Singleton 2007). Child-focused family work represents a new 
preventive approach, which takes account of the needs of all family members (Devlin & O'Brien 1999, Solantaus 
2005); nurses in adult mental health services face a number of factors that restrict their co-operation with families 
(Rose et al. 2004, Mason & Suberi 2006).  
 
Aspects of the health care system and professional practice models can be considered to limit family participation 
in care within adult psychiatric services (Rose et al. 2004, Mottaghipour & Bickerton 2005). Jones & Scannel 
(2002) have argued that, when applying a new working approach, clear organizational responsibilities must be 
considered during planning, e.g. the effective changes in management entailed.   
 
In order to apply a new working approach it is important to have sufficient well-educated staff to achieve the 
targets (Devlin & O‟Brien 1999, Rose et al. 2004, Mayberry & Reupert 2006, Slack & Webber 2008). Furthermore, 
ongoing supervision and opportunities for further education are essential in order to meet the needs of all family 
members in the complex family environment (Jones & Scannell 2002). To meet the needs of parents and children 
in families affected by parental mental disorder, it is essential that co-operation between adult and child mental 
health services is flexible and that child welfare services are also involved (Staley et al. 2003, Slack & Webber 
2008). Decisions about client care are taken by a multiprofessional team and it is not always clear whether the 
team supports the idea of meeting the children of the clients in adult psychiatric care units (Devlin & O'Brien 
1999, Slack & Webber 2008). Work with families is not always valued as part of regular nursing practice 
(Thompson & Fudge 2005, Slack & Webber 2008); nurses may consider that this role belongs to special family 
workers or family therapists (Jones & Scannell 2002). The lack of an appropriate theoretical framework to work 
with families with children might also limit nurses' co-operation with them. In addition, current management care 
emphasizes time-limited treatment, and this makes it difficult to support the family until the primary needs have 
been addressed (Jones & Scannell 2002, Rose et al. 2004, Thompson & Fudge 2005, Slack & Webber 2008).  
 
In order to apply preventive child-focused interventions, nurses and other mental health professionals should be 
familiar with the legal and policy frameworks concerning patients with dependent children e.g. child protection 
issues (Fudge et al. 2004, Solantaus 2005). Nurses should also be able to identify clients who are parents of 
dependent children and support their parental responsibilities, facilitating the child–parent relationship as a 
developmental context for the child (Devlin & O'Brien 1999, Fudge et al. 2004). A lack of skills and experience 
has been identified as a constraint to family care (Rose et al. 2004, Mayberry & Reupert 2006, Slack & Webber 
2008). In addition, more attention should be paid to nurses‟ attitudes in order to facilitate routine family 
interventions (Devlin &O'Brien 1999, Thompson & Fudge 2005).   
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There are also family-related factors that can be considered to limit co-operation with families. The most 
pervasive factor affecting parents‟ access to, and participation in, mental health services is the stigma 
accompanying mental illness (Marsh & Johnson 1997, Nicholson et al. 1998b, Kai & Crosland 2001). Family 
members may fear that they might be stigmatized by association with mental health patients and mental health 
settings (Kai & Crosland 2001). The stigma inhibits many parents from seeking the help they need, particularly in 
cases where they are afraid of losing custody of their children (Nicholson et al. 1998ab). Furthermore, families 
may also experience difficulties in accessing services (Handley et al. 2001, Barbour et al. 2002), have negative 
experiences of co-operation with psychiatric services, or deny the existence of any disorder by refusing to 
participate in mental health care (Rose et al. 2004).  
   
 
 
 
     
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3. Factors limiting nurses´ capacities to apply preventive child-focused family work in adult psychiatric   
care 
 
2.8 Summary of the theoretical basis of the study   
 
1) Parental mental health problems have an impact on parenting, and children‟s relationships both within and 
outside the family. Children who have parents with mental disorders are at increased risk for developing 
behavioral and/or psychological problems and more serious mental health problems than children who are 
living in families without parental mental disorders. Problems related to parental mental disorders, such as 
marital and financial problems, often transfer over the generations, leading to marginalization within society.  
 
2) It is known that parental mental disorder causes changes in family life that are difficult to understand. These 
families might have needs related to child psychiatric treatment or child protection, but alternatively it may be 
 
FACTORS LIMITING THE APPLICATION OF PREVENTIVE CHILD-FOCUSED FAMILY WORK 
 
              Hospital administration related factors         Individual nurse-related factors 
 
 Co-operation in the unit  
 Lack of administrative support 
 Resources  
 
 Skills to support families  
 Attitudes 
 Knowledge  
 
               Nursing-related factors 
 
   Family related factors 
 
 Co-operation with other services  
 Intervention and evaluation methods  
 Nursing role with families  
 Nature of the family work  
 
 Stigma 
 Fears 
 Difficulties receiving services  
 Family attitudes 
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possible to support them before these problems arise in order to prevent future problems and promote 
healthy child development and mental health.  
 
3) In order to support child development and mental health, the main principles are to listen to the child's 
experiences and to strengthen parenting and family relationships. Furthermore, this approach incorporates 
protective factors for the child, family, relationships within the family and with the wider community, while 
focusing on the strengths of the family. 
 
4) Several types of preventive interventions have been developed for families affected by parental mental 
disorder, especially parental depression. It has been established that families and children affected by 
parental mental disorder benefit from preventive interventions that offer understanding of the parents‟ 
disorder, and support for both the children and the whole family.  
 
5) To service providers, the children of parents with mental disorders are often “invisible”, while adults with 
mental disorders are traditionally kept in complete isolation from their children. Thus, they may not provide 
comprehensive and integrated services. However, the admittance of a parent into psychiatric care could 
provide an opportunity for these usually unidentified children to become accessible for intervention; at this 
time, mental health practitioners have an unusual opportunity to assist not just the patient but also their 
children and the well parent to cope with their current crisis before any further problems develop. 
 
6) There is very little knowledge about how the needs of clients who are parents and their families are met in 
general psychiatric services by adult mental health professionals. Key workers in this respect could be 
nurses, since they constitute the largest proportion of professionals in the health care workforce and are in a 
much better position (in several respects) to support children and families, to introduce preventive measures, 
identify those at risk and intervene at an early stage. 
 
7) The concept of preventive child-focused family work, per se, has not been covered in previous literature. 
However, the impact of parental mental disorder on parenting, children and family life has been described in 
several previous studies. There is also knowledge of factors that support parenting and child resilience, and 
strengthen the relationships within and outside the family, thereby promoting child development and mental 
health. This previous knowledge has been used as a basis for the concept of preventive child-focused family 
work explored in this study.  
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3  PURPOSE OF THE STUDY AND STUDY QUESTIONS 
 
This study concerns the promotion of child development and mental health, from a nurses' perspective, in families 
where one of the parents has a mental disorder and is in adult psychiatric care. The purpose of this study was to 
describe the current and potential application of preventive child-focused family work (PCF-FW) from the nurses' 
point of view within adult psychiatry.  
 
The following research questions were addressed:  
 
1.   The current application of preventive child-focused family work in adult psychiatric care  
 
i. To what extent do nurses consider that information is gathered about clients‟ families at their units? 
(Papers II, III, IV)? 
ii. To what extent do nurses support their clients‟ parenting?  (Paper  II) 
iii. To what extent do nurses consider parenting is supported at their units?  (Paper II) 
iv. To what extent do nurses support the children of their clients?  (Paper III)  
v. To what extent do nurses recognize the family‟s support network?  (Paper IV) 
 
In each of these cases, the effects of the nurses' personal background factors on their responses were also 
considered.  
 
2.  The factors restricting application of preventive child-focused family work in adult psychiatry  
 
i. What factors do nurses consider limit their capacity to apply preventive child-focused family work in adult 
psychiatric clinical practice? (Paper I) 
ii.   What background factors do nurses' consider limit their capacity to apply preventive child-focused 
family work in adult psychiatric clinical practice? (Paper I)  
 
 
The aims of the study were to acquire new knowledge that will help to develop nursing in order to promote child 
development and mental health in families affected by parental mental disorder, and to enable the application of 
preventive child-focused family work in general adult psychiatry.  
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4 METHODOLOGY  
 
4.1 Population and sampling  
 
The study population consisted of all registered mental health nurses (RNs) and practical mental health nurses 
(MHNs) working in five university hospitals in Finland (Helsinki, Kuopio, Oulu, Tampere and Turku). The head 
nurses working in adult psychiatric in each university hospital were contacted by email. They were informed about 
the study and asked about the numbers of units that were suitable for the study in their area of responsibility in 
their respective hospital. They were asked to exclude units of forensic psychiatry, eating disorder and alcohol and 
substance abuse units, since the clients‟ care and circumstances are different in forensic psychiatry units from 
those in general psychiatric units, while parental problems linked to eating disorders, alcohol or drug abuse have 
different sorts of effects on patients‟ families and children (e.g. Itäpuisto 2005, Hall 2004, Velleman 2004). 
 
The numbers of relevant units and contact information for nurse managers of each unit were given by the head 
nurses. All the nurse managers of these units were informed about the study by email. They were asked about 
the numbers of registered and practical mental health nurses at their units, and the most appropriate time for their 
unit to receive the questionnaires and distribute them to nurses.  Nurse managers were advised to exclude 
substitute nurses, those who worked only occasionally in the unit and were not actively involved in work with 
families, from the study.  
 
Altogether, there were 17 outpatient and 28 inpatient units in the five university hospitals that head nurses 
considered to be suitable for the study. According to the information given by nurse managers of these units, 
there were 608 registered and practical mental health nurses working in them, of whom 370 registered mental 
health nurses and 238 practical mental health nurses formed the target group of this study. The participants 
represented nurses involved in general acute psychiatric care. The numbers of nurses employed at the individual 
units varied from 12 to more than 50.  
 
4.2 Ethical considerations  
 
The research proposal was submitted to Kuopio University Hospital‟s Research Ethics Committee, and national 
ethical approval for the study was granted on March 15th, 2005 (Appendix 2). In addition, research permits were 
received from each hospital‟s director of adult mental health nursing (n=7). Each permit was given following the 
rules in participating hospitals. The study process was planned carefully and the study was reported openly, and 
neither the respondents nor the hospitals can be identified in the discussion of the results. It is unethical to 
undertake a study that is poorly designed and unlikely to provide any useful information (Lowes 1996).  
 
In this survey, return of a completed questionnaire was viewed as consent to participate from registered and 
practical mental health nurses. The participants of the study have rights of self-determination, assurance of 
anonymity and confidentiality, as well as protection from discomfort and harm (Burns & Grove 2005). A cover 
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letter was attached to each questionnaire, describing the purpose and providing a brief introduction to the study in 
order to help the respondents to decide whether or not to participate. This letter informed recipients that 
participation was voluntary and anonymous. The cover letter also emphasized that all the information obtained 
would be handled anonymously. In addition, participants were given a chance to contact the researcher by email 
or phone. Individual respondents, hospitals or units cannot be identified from the results. All questionnaires were 
returned in sealed envelopes. Nurses who participated in this study probably benefited from their participation. 
They will know more about the families affected by parental mental disorder and pay more attention to children 
and parental responsibilities of their clients. The researcher herself analyzed the responses confidentially, as 
mentioned in the cover letter to the nurses (Appendix 3).  
 
4.3. Data collection 
 
Nurse managers of the units were informed about the research by email. Questionnaires with written instructions 
(Appendix 4) were mailed to nurse managers of each unit in the university hospitals to distribute to the nurses. 
They were advised to inform RNs and MHNs about the study and to distribute the questionnaires to all nurses 
within their units, with the exceptions previously mentioned.  
 
During the data collection period (April–May and August–October 2005), nurse managers were contacted by 
email and asked to remind the nurses to fill in the questionnaire. An introductory letter was attached to each 
questionnaire, briefly describing the study, providing information about the use of answers, guaranteeing 
confidentiality and voluntary participation (Appendix 3). Anonymously completed questionnaires were returned 
individually to the main researcher using sealed and pre-stamped addressed envelopes.  The number of 
participation in this study were 310, response rate 51 %. Numbers of the participations were 310, (response rate 
51 %).  Seventy two per cent of all participants (n=222) were registered mental health nurses (response rate 60 
%) and 28% of all participants (n=88) were practical mental health nurses (response rate 36 %).   There were 311 
nurses who returned the questionnaire, but one of the questionnaires was almost empty and could not be used 
only for one partly and therefore rejected.  
 
4.4 Validity and reliability of the questionnaire  
 
There was no literature about using the concept of preventive child-focused family work and only a few published 
studies concerning nurses' role with families with dependent children affected by parental mental disorder 
(Buckwalter et al. 1988, Devlin & O‟Brien 1999, Handley et al. 2001). The questionnaire was developed by 
combining knowledge from nursing science (e.g. Devlin & O‟Brien 1999,  Heimo 2002), social sciences (e.g. 
Nicholson et al. 2004, Hetherington & Baistow 2001), psychology (Dwyer et al. 2003) and medicine (e.g. 
Beardslee &  Podorefsky 1988), which cover the main dimensions of child-focused family work in psychiatry. 
Research into preventive interventions was used for questionnaire development by utilizing the content of the 
interventions (see Appendix 1). The use of literature from various disciplines emphasizes the multidisciplinary 
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nature of the concept and supports the use of it in multiprofessional teams in mental health practice. The 
questionnaire was developed in three phases: 1) a preliminary 121-item questionnaire was constructed on the 
basis of a literature review; 2) experts‟ (n=50) assessment of content validity and face validity; and 3) the 
questionnaire was pilot-tested by 58 registered and practical mental health nurses.  
 
The preliminary questionnaire was developed via a literature review undertaken in 2004, using entries in the 
MEDLINE, PsycINFO and CINAHL databases from the years 1990–2004 and the following keywords: family 
nursing, family, nursing, work, child, parent, mental disorder, mental health problems and parenting. In addition, a 
manual search was carried out by using the reference lists of the articles. By inductive content analysis of 25 
articles 252 items were developed, evaluated and compared with each other. By combining the items that were 
measuring the same thing 95 items were formulated for the questionnaire. In addition, 26 items were adopted and 
formulated into the context of adult mental health services on the basis of Heimo‟s (2002) questionnaire on 
psychosocial support for families, which was used to study public health nurses. The preliminary questionnaire 
included 121 items.  In addition there were two open-ended questions. Those questions asked nurses to explain 
how they regard family and family nursing in adult psychiatry.  The scales and the number of items of each scale 
of preliminary questionnaire are shown in Table 2.  
 
To increase the content validity further, a revised preliminary questionnaire, with 19 background questions and  
121 items scored using 4-point and 5-point Likert-type scales, was submitted for experts` (n=50) evaluation and 
critique (Polit & Beck 2004). Thirty of these experts were RNs and MHNs working at different adult psychiatric 
units at local hospitals, central hospitals or within primary health care in Finland. In addition, five RNs from child 
psychiatric units, four nurse researchers, four nurse teachers and two family therapists with a nursing background 
from a family guidance clinic also provided critical comments on the instrument. The experts were asked to 
evaluate the items in the preliminary questionnaire using a 5- or 4-point Likert-type scale (not relevant – 
extremely relevant) indicating whether the items were relevant to family work with families affected by parental 
mental disorder. In addition, they were asked to write their comments and add items to the questionnaire if they 
considered them relevant to the subject area. The content validity of the questionnaire was also increased by 
including a sufficient number of items. If an item was evaluated as relevant (Likert score 3-5) by 80 % of the 
experts, it was left on the questionnaire (Lynn 1986). Three items were deleted, six were added and 15 were 
modified to make them more understandable according to the experts‟ feedback.  The revised questionnaire had 
124-items and 19 background questions.  
 
The revised questionnaire was pilot tested in order to improve its content and construct validity (Polit & Beck 
2004). The 124-item questionnaire with two open-ended questions and 19 background items was distributed to a 
sample (N=100) of RNs and MHNs from adult psychiatric units of some local and central hospitals in different 
parts of Finland (Keuruu, Lahti, Lappeenranta, Mikkeli, Rovaniemi, Tornio). An instruction letter was attached to 
each questionnaire (Appendix 5) to encourage nurses to write, on a separate sheet, their own opinions 
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concerning the design and the content of the questionnaire and the clarity of the items. In the end of each scale 
there was empty space in order to comment the scale.   A total of 58 nurses responded (response rate 58 %).  
 
The questionnaire was revised again based on the results of the pilot study. Generally, nurses had no difficulties 
in understanding the instructions. They criticized the items that related to limiting factors for family nursing as 
being negative and difficult to answer. All items in this area were modified and specific instructions were provided. 
Item response frequencies showed that the full range of possible responses had been given to almost all items.  
As many as 34 items were evaluated as unclear by the respondents and therefore the wording of these 34 items 
was modified. The most concern was about the time required to answer the questions: it took 10 – 210 (mean 
45.6) minutes for the respondents to fill in the instrument. Some of the respondents explained that they used part 
of the time to reflect on the subject. The respondents added some relevant questions to the scales. According to 
their feedback of the respondents 7 items were added into different scales to the questionnaire. There was also 
one item that included two questions; this was divided into separate items.   The respondents found that the two 
open-ended questions were the most time-consuming; hence they were left out from the final instrument.  The 
final revised questionnaire consisted of 132 items and 19 background questions. The structure of the 
questionnaire and the number of items are presented in Table 2.  
 
The reliability of a questionnaire refers to the degree of consistency with which it measures the concept it is 
supposed to assess (Polit & Hungler 2005). Reliability covers three aspects, all of which are important to observe: 
internal consistency, stability and equivalence (Polit & Beck 2004). The internal consistency is the extent to which 
tests or procedures assess the same characteristic, skill or quality. It is a measure of the precision between the 
observers or the measuring instruments used in a study (Polit & Hungler 2005). In this study the internal 
consistency of the scales was assessed from the pilot test and from the final data by calculating Cronbach‟s alpha 
coefficients.  
 
In the pilot study, the internal consistency values (Cronbach's alpha coefficients) varied between 7.4 and 9.4 for 
the following scales: Information gathered about the family (α=0.941, 23 items);  Planning and application of the 
family meetings (α=0.791, 22 items);  Discussions about children with parent(s) (α=0.677,9.items), Discussion 
about family relationships with parents (α=0.877, 9 items), Support for the parenting (α=0.952, 19 items), Support 
for children (α=0.923, 18 items), Limiting factors (α=0.915, 24 items). (Table 2). The Cronbach‟s alpha coefficient 
for the entire questionnaire was (0.95), which means that some items could have been removed (Polit & Hungler 
2005). The structure of the scales was specified by counting the correlations between the items in each scale 
(inter-item correlation <0.3). Some items had low correlations, under 0.3, but they were included nevertheless 
because they had no effect on Cronbach‟s alpha value in those scales (Polit & Hungler 2005).    
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Table 2. Scales, items and Cronbach`s alpha values of the preliminary, pilot tested and final PCF-FW 
questionnaire   
 Preliminary 
questionnaire  
Expert 
evaluation 
(n=50) 
Pilot study 
RN, MHN, (n=58) 
 
The study  
 RN, MHN, (n=322) 
 
 No. of items No. of 
items 
Cronbach‟s 
alpha 
value 
No. of 
items 
Cronbach‟s 
alpha value 
SECTION 1 
Background questions 19 19  19  
      
SECTION  2      
Information gathered about the family 20 23 0.941 24 0.935 
    Information about the  parents  7 7  8  
Information about the children of the 
clients 
3 4  4  
Information about the socioeconomic 
situation 
3 4  4  
Information about the family relationships 4 4  4  
Information about the stress factors 
 
3 4  4  
Planning and application of the family 
meetings 
22 22 0.791 26 0.781 
 
Meeting family  9 9  12  
Planning of children‟s meeting 7 7  7  
Application of children‟s meetings  
 
6 6  7  
Discussion about children  
with parent(s)  
 
10 9 0.677 9 0.676 
Discussion about family relationships 
with parents 
 
9 9 0.877 9 0.758 
Support for the parenting  20 19 0.952 21 0.849 
   During  the meetings 13 11  12  
   In therapeutic milieu   
 
7 8  9  
Support for children 19 18 0.923 19 0.951 
Children‟s situation 9 9  9  
Children`s  experiences and life 
 
10 9  10  
SECTION 3      
Limiting factors  21 24 0.915 24 0.885 
Related to hospital administrational 
structure 
6 6  5  
Related to individual nurse 4 6  8  
Related to nursing  5 6  5  
Related to the  family  6 6  6  
Entire questionnaire 121 124 0.959 132 0.939 
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To reduce the measurement errors, items and instructions were clearly written and were easy to understand. The 
items relating to issues limiting work with families were problematic. There were also missing answers for all parts 
of the questionnaire. This indicates that some questions may not be relevant for all nurses or their current work 
with families. However, the difference between RNs and MHNs responses were not notable.  
 
In this study the following Cronbach´s alpha values for each scale were obtained: Information gathered about the 
family (α=0.935, 24 items);  Planning and application of the family meetings (α=0.781, 26 items);  Discussions 
about children with parent(s) (α=0.676, 9 items); Discussion about family relationships with parents (α=0.758, 9 
items), Support for the parenting (α=0.849, 21 items); Support for children (α=0.951, 19 items ); Limiting factors 
(α=0.855, 24 items). According to Burns & Grove (2001) reliability values over 0.70 for newly developed 
questionnaires is acceptable. In the final version of the instrument the Cronbach‟s alpha coefficient for the entire 
questionnaire was 0.94, which is excellent for a newly developed questionnaire (Burns & Grove 2001, Polit & 
Beck 2004). In this respect the questionnaire can be considered to be reliable. The mean scale scores calculated 
during data analysis also indicated high reliability. There were few items in the questionnaire that did not meet the 
criteria for forming the mean scale score and did not provide significant information. These items could be 
removed during further development of the questionnaire.  
 
The PCF-FW questionnaire was developed for this study and consisted of 132 items and 19 background 
questions. (Appendix 6).  The final questionnaire included three sections. Section 1 included 19 demographic 
questions about nurses‟ background. Section 2 included 6 scales related to preventive work with families affected 
by parental mental health problems, and in this section all items were in the form of statements. Items measuring 
information gathered from the family were rated to measure frequency. Replies were given using 5-point Likert-
type scales, and the range of options was from "not regularly" to "regularly" or from "disagree" to "agree" to 
determine the level of nurse‟s co-operation with families.  
 
Section 3 in the questionnaire addressed limiting factors for preventive child-focused family work. The scale 
concerning limiting factors for preventive child-focused family work measured nurses‟ views on factors limiting 
their influence, based on the following scale: 1=Does not limit  at all, 2= Limits  a little, 3=Limits quite a lot, 4= 
Limits very much. The alternatives “I do not know” or “does not concern me” were not given. The results related to 
planning and applying family meetings are not reported in this thesis.  
 
4.5 Data analysis  
 
Descriptive statistics were used to summarize the demographic characteristics of the MHNs and RNs as well as 
their extent of support for parents, children and the family relationships. The data were presented as frequencies, 
percentages and mean values (Mean) with standard deviations (SD). All items were converted from 5-point 
Likert-type scales (which had two types of classes, ranging from either disagree to agree, or from not regularly to 
regularly) to 2–point scales. Because there were so few responses that concerned classes 1, 2 and 3, all these 
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items were recorded into two new categories in the following way: 1=1, 2=1, 3=1. These classes formed the new 
categories “disagree” or “not regularly”.    The rest of the classes 4 and 5 were recorded (4=2, 5=2) into new 
categories; “agree” or “regularly”.  
 
Furthermore, the 4-point Likert-type scale initially used to assess the importance of factors that may limit 
preventive child-focused family work (1=Does not limit it at all, 2= limits it a little, 3=limits it quite a lot and 4= limits 
it very much). The 4-point Likert-type scale was also recorded into 3-point Likert scale in a following way:  1=1, 
2=2, 3=2 and 4=3.  Combination of two classes 2= limits it a little, 3=limits it quite a lot formed a new category 
“limits some or quite a lot”.  
 
In order to get detailed information, 14 mean scale scores were formed from the items that correlated with each 
other concerning the information gathered from the families, support for parenting, support for children and 
recognition of family relationships. The scale scores were formed according to the content of the items. If the 
inter-item correlation was <0.3 and Cronbach‟s alpha coefficient of the score was at least 0.7, the item was 
included. These 14 scale scores were used in further analysis as continuing variables. The mean scale scores 
formed and used in this study are presented in appendix 7. The content of the mean scale scores formed in this 
study does not fully follow the structure of the questionnaire used.  
 
The distribution of mean scale scores was skewed; therefore the associations between the dichotomous 
background variables (e.g. gender) and the mean scale score of the items were tested using a non-parametric 
Mann-Whitney U-test. The association between background variables and the scale score were tested using non-
parametric Kruskal-Wallis tests when the background variable had more than two categories (e.g. age) (Papers II, 
III, IV). In post hoc paired comparisons the mean ranks for each group were identified after the SPSS output for 
Kruskal-Wallis tests. The differences between the groups were tested using the MS Excel program developed for 
Kruskal-Wallis Post Hoc tests.  The statistical association between nurses' characteristics and their opinions of 
factors limiting working with families were tested by Chi-square test (Paper I). In all tests, p-values <0.05 were 
interpreted as being statistically significant. The data were analyzed using SPSS for Windows version 11.5. The 
study procedure is outlined in Figure 4.  
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PCF-FW QUESTIONNAIRE DEVELOPMENT (2004-2005) 
 
 2004 Preliminary questionnaire  
 2004 Expert evaluation (50 experts in the field of mental health) 
 2004 Pilot test (100 registered and practical mental health nurses, 58 responded) 
 2005 Final questionnaire  
DATA COLLECTION (2005) 
 
 Five university hospitals (Helsinki, Kuopio, Tampere, Turku, Oulu) 
 Psychiatric outpatient (17) and inpatient (28) units 
 The whole sample (N=608), response rate 51% (n=310) 
 Registered mental health nurses (RN, n=370), response rate 60% (n=222) 
 Practical mental health nurses (MHN, n=238), response rate 36% (n=88) 
 
PURPOSE OF THE STUDY 
 
The purpose of this study was to describe the application of preventive child-focused family 
work from the nurses' point of view within adult psychiatry. 
DATA ANALYSIS (2006-2007) 
 
 Frequencies and percentages 
 Chi-square test 
  
Figure 4 Study procedure 
 Mean scale scores 
o Mann-Whitney U-test 
o Kruskal-Wallis test  followed 
by Post Hoc test  
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5 RESULTS  
 
5.1 Demographic characteristics of the participants 
  
The number of participations were 310. The majority of registered (74%) and practical mental health nurses 
(61%) were women.  The mean age of the participant nurses was 41.3 years (range 20-60, SD= 10.12); the 
MHNs were older (mean 44.7, SD=8.7) than the RNs (mean 39.9), SD=10.32. The participants‟ professional 
experience varied from 1 month to 40 years (mean=13, SD=9.64), the practical mental health nurses (MHN) had 
longer experience (mean 18.6, SD=9.8) than the registered mental health nurses (RN) (mean 10.8, SD=8.6). 
Both MHNs (34%) and RNs (37%) had participated in further education regarding work with families. Half of the 
registered mental health nurses (51%) were married and most of them had children (64%). Eighty one per cent of 
practical mental health nurses were parents themselves and over half of them were married (60%); 11% were not 
living in the relationship.   
 
Most of the registered (75%) and practical mental health nurses (86%) worked in inpatient units. Family-centered 
care was in use in the units reported by 73 % of the practical and 66% of the registered mental health nurses. 
Twenty eight percent of registered mental health reported that they used specific family intervention in their work. 
Most RNs (76%) and 63% of practical mental health nurses reported that they met clients who are parents at 
least once a month. They met the children of their clients more rarely; 35% of registered and 36% of practical 
mental health nurses reported meeting the children at least once a month.  The individual and work related 
demographic characteristics of the respondents are presented in Table 3.  
  
41 
 
 
 Table 3. Individual and work related demographic characteristics of registered (RN) and practical mental health 
nurses (MHN) 
Individual characteristic RN (n=222) % (n) MHN (n=88) % (n) 
Sex   
    Female 74(164) 61(52) 
Age (years)   
20-30 27(60) 8(7) 
31-40 25(54) 16(14) 
41-50 26(57) 48(42) 
51- 22(48) 28(25) 
Being a parent   
     Yes 64(141) 81(71) 
Professional experience (years)   
<5 35(78) 12(10) 
5.1-10 25(55) 13(11) 
10.1 – 20 23(50) 31(27) 
> 20.1 17(38) 44(39) 
Marital Status   
Single 20(43) 11(10) 
Married 51(114) 60(53) 
Further family education   
     Yes 37(82) 34(30) 
Work-related characteristic   RN (n=222) % (n)   MHN (n=88) % (n) 
Work unit   
     Inpatient unit 75(166) 86(76) 
Meeting clients with children   
     Monthly or more often     76 (166) 63(54) 
Meeting children of the clients   
     Monthly or more often 35(77) 36(31) 
Group program in use   
    Yes 42(92) 69(61) 
Family-centered care in use   
    Yes 73(161) 66(58) 
Specific family intervention method in use    
    Yes 28(61) 28(25) 
Supervision for working with families   
 Supervision available 12(26)   10(9) 
 
5.2 Application of preventive child-focused family work in adult psychiatric care 
 
5.2.1 Nurses´ considerations about the information gathered about families at the units  
 
At the units gathered information about parents of the family quite frequently according to both types of nurse. 
The most frequently asked question at the units concerned the patients‟ marital status reported by 94% of RNs 
and 90% of MHNs.  MHNs reported more frequently (87%) than the RNs (83%) that questions were asked about 
possible problems in relationships between clients and their partners at their units (see Paper II, Table 1). Almost 
all RNs (96%) and MHNs (95%) reported that information about their clients‟ children (number of children, age, 
and gender) were gathered regularly at the units. Eighty three percent of practical mental health nurses and 80 %  
of RNs thought that questions were asked about possible behavioral problems of the children. A higher 
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percentage of MHNs (88%) than RNs (87%) stated that information about whether the children attended day care 
or school was gathered at the units (see Paper III, Table 1). 
 
Information about family relationships at the units was gathered quite regularly from the families according to 
nurses of both types.  Both types (93%) reported that information about the family‟s relationships with official 
support services (e.g. social services) was regularly collected. Most RNs (65%) and MHNs (68%) agreed that 
enquiries were made about clients‟ family‟s relationships with any extended family. Most of the RNs (83%) also 
reported that information was regularly gathered about client-families‟ economic circumstances. Questions about 
the family‟s living environment were asked regularly according to 79% of MHNs and 82% of RNs, while enquiries 
about the family‟s hobbies were made regularly at their units according to 65% of the MHNs and 49% of the RNs. 
Frequencies of nurses´ responses regarding whether or not information about clients‟ families was gathered 
regularly at their units are presented in Table 4.  
 
Table 4. Frequencies of registered (n=222) and practical mental health nurses‟ (n=88) responses regarding 
whether or not information about the relationships of clients‟ families and socio-economic situation was gathered 
regularly at their units 
 
 Information about the family  
   Registered mental health nurses  
(n=222) 
Practical mental health nurses  
(n=88) 
Regularly % (n) Rarely % (n) Regularly % (n) Rarely % (n) 
Information about family relationships     
Official support for family (e.g. regular 
contact with social services)  
93(204) 7(15) 93(78) 7(6) 
Relations with extended family  65(142) 35(77) 68(57) 32(27) 
Relations with family friends  65(143) 35(76) 79(66) 21(18) 
Information about the socio-economic   
situation 
    
Economic situation (livelihood) 83(180) 17(38) 88(74) 12(10) 
Living conditions (number of rooms, 
facilities)  
82(178) 18(39) 79(68) 21(18) 
Living area (rural area) 68(144) 32(75) 79(68) 21(18) 
Hobbies (common hobbies, parents, 
children‟s hobbies)  
49(112) 51(106) 65(55) 35(29) 
 
Information about parents was gathered significantly more often at the units according to female RNs and RNs or 
who had participated in further education about working with families than according to counterparts who had not 
had additional education regarding working with families.  A significantly higher proportion of female RNs who had 
additional education about working with families reported that information about children was sought. Higher 
proportions of the oldest RNs (51-60 years) and the most experienced RNs (>20.1 years), than the youngest (20-
30 years) and least experienced RNs (<5 years) considered that information about children was sought. In 
addition, significantly more of the most experienced MHNs (>20.1 years) than the least experienced MHNs (<5 
years) thought that information about children was sought at their units.  
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Significantly higher proportions of RNs and MHNs who had participated in further professional education about 
working with families, than counterparts who had not such education, reported that information about family 
relationships was regularly sought at their units. In addition, the oldest (51-60 years) and most experienced 
(>20.1 years) RNs reported more frequently that information about family relationships was gathered than the 
youngest (20-30 years) and the least experienced (<5 years) RNs.  
 
Being female, a parent, and having further education regarding families were significantly related to the regularity 
with which RNs thought  information about clients‟ families‟ socio-economic situation was gathered at their units. 
The oldest (51-60 years), most experienced (>20.1 years) RNs reported significantly more that information about 
socio-economic situation was sought than the youngest (20-30 years) and least experienced (<5 years) RNs.  
 
The use of family-centered care or specific family intervention at the unit was significantly related to RNs‟ 
evaluations of the regularity with which information about the parents was gathered. Significantly higher 
proportions of RNs in units where family-centered care was in use than other RNs reported that information about 
clients‟ children was gathered. In addition, higher proportions of RNs in units where specific family intervention 
methods were used (and MHNs in units where family-centered care or group programs were in use) reported that 
information about family relationships and socio-economic situation was gathered. Furthermore, significantly 
higher frequencies of RNs who worked at units where specific family intervention or group programs were in use 
considered that questions were asked about the socio-economic situation of clients‟ families. 
 
5.2.2 Nurses’ support for parenting  
 
All MHNs (100%) and almost all RNs (96%) reported that they discuss parents‟ general well-being with them.  
More registered nurses reported having discussions (75%) than MHNs (62%) with parents who fear losing 
custody of their children because of their mental disorder. The impact of the illness on a parent‟s relationship was 
discussed by more MHNs (81%) than RNs (72%).  Most of RNs (93%) and MHNs (90%) said that they initiated 
discussions about children. RNs were more likely (92%) to discuss with parents their concerns about the impact 
of the illness on their children than MHNs (80%).  Children‟s possible reactions to a parent‟s mental disorder were 
discussed with patients by more MHNs (86%) than RNs (76%). Most RNs (77%) supported their clients by 
discussing the methods how parents can support their children when the parent has a mental disorder and half of 
RNs also gave information about suitable literature (50%).  (See Paper II, Table 2).  
 
Female MHNs discussed children with parents significantly more often than their male colleagues. The oldest 
(51-60 years) and most experienced (>20.1 years) MHNs were significantly more active in discussing children 
with parents than the youngest (20-30 years) and the least experienced nurses (<5 years). Furthermore, 
registered mental health nurses who were in the oldest group (51-60 years) or were most experienced (>20.1 
years) were significantly more likely to discuss parents‟ general well-being and discuss children with parents than 
the youngest (20-30 years) and less experienced (<5 years) RNs.  (See Paper II, Table 3). Registered mental 
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health nurses who worked in outpatient units and met the children of their clients at least once a month, or 
worked in a unit where family-centered care or specific family intervention was in use, were significantly more 
actively involved in supporting parents‟ wellbeing. In addition, RNs in the units where specific family intervention 
methods, family-centered care or group programs were in use were significantly more likely to discuss children 
with parents. (See Paper II, Table 4). 
 
5.2.3  Nurses considerations of the support provided for parenting at their units 
 
Topics related to parenting were discussed in meetings at their units according to 57% of MHNs and 33% of RNs. 
Most RNs (78%) and MHNs (82%) agreed that in their unit it was possible for their clients´ children to visit their 
parents flexibly. Family celebrations (e.g. Mothers‟ Day and Father‟s Day) were recognized in the therapeutic 
milieu according to 62% of MHNs, and 49 % of RNs. Opportunities for parents to participate in important events 
for their children that occurred during periods of hospitalization were arranged in their units according to 75% of 
RNs and 87% of MHNs. Positive feedback about parenting was provided for parents at the units according to 
73% of RNs and 79% of MHNs. More RNs (73%) than MHNs (67%) agreed that post-hospitalization home 
support is arranged in their units. Activities during hospitalization to support clients to manage at home as a 
parent were also considered to be arranged more often by RNs (73%) than MHNs (67%).  (See paper II, Table 2). 
 
Significantly higher proportions of the most experienced practical mental health nurses (>20.1 years) than the 
least experienced MHNs (<5 years) considered that parenting was supported in a therapeutic milieu at their units. 
Furthermore, significantly more female RNs and MHNs than male counterparts agreed that support for managing 
parental responsibilities at home was arranged at the units. Support for parenting in a therapeutic milieu was 
reported significantly more often by MHNs who were females or most experienced (>20.1 years) compared to the 
least experienced (<5 years) MHNs. (See Paper II, Table 3). Significantly higher proportions of RNs who worked 
in inpatient units or units where group programs were in use reported that parenting was regularly supported in a 
therapeutic milieu than RNs who did not work in such settings. (See Paper II, Table 4). 
 
5.2.4 Nurses’ support for children 
 
Most of registered mental health nurses (85%) agreed that they guaranteed that the children of their clients had a 
safe adult to take care of them and that they could continue their everyday life as normal when the parent was 
admitted to hospital. Most of the RNs (85%) reported that they actively arranged support and care for the children 
if needed (for example, by contacting social services if necessary), while 76% of the MHNs stated that they did 
this. More than half (70%) of the MHNs reported that they explained what was wrong with the parent to their 
clients‟ children. Seventy per cent of the MHNs and 68% of the RNs enquired about the children‟s main concerns 
with respect to the parent, and children were told that the parent‟s problems were not their fault by 79% of the 
registered and 70% of practical mental health nurses.  Most RNs (79%) and MHNs (83%) stated that they told the 
children that adults would take care of the parent and that the children need not worry.  Less then half of the both 
type of nurses (47%) discussed with the children their fear of becoming mentally ill themselves in the future. The 
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children‟s previous coping strategies were enquired by MNHs (61%) and RNs (60%) of the both type nurses. 
Most of the registered nurses (69%) and 60% of the practical mental health nurses reported that they advised the 
children who to contact if they needed help. (See Paper III, Table 2)  
 
The associations between individual characteristics of RNs and MHNs and their support for children of the clients‟ 
families are shown in Table 3 in Paper III. Children‟s safety was considered by significantly more MHNs who were 
divorced or widowed than MHNs who were not (and had not been) in a marital relationship. RNs who were 
parents themselves and had further education regarding work with families were significantly more active in 
discussing parents with children. Furthermore, divorced, widowed and the oldest (51-60 years) RNs were more 
interested in discussing parents with children than the youngest (20-30 years) and single RNs. Children‟s own 
lives were also discussed by significantly more of the most experienced (>20.1 years) RNs than the least 
experienced (<5 years) RNs.  Registered nurses discussed the children‟s own life with the children significantly 
more often if they met the children of the clients monthly or more often or worked in an outpatient unit. Practical 
MHNs recognized issues related to the children‟s own life significantly more if they worked in the unit where group 
programme was in use.  Registered MHNs discussed the parent‟s situation significantly more often with the 
children if they worked in the unit where family -centred care was in use.  (See Paper III, Table 4). 
 
5.2.5 Nurses´ recognition of family relationships  
 
Most of the nurses discussed relationships within the family with parents. Children's relationships with the ill 
parent were often discussed by 86% of the RNs and 85% of MHNs.  Children's relationships with the well parent 
were also discussed by most RNs (78%) as well as issues relating to the parents´ own relationships (81%). 
MHNs were more active (83%) in discussing relationships between siblings in the family than RNs (71%).   
External family relationships were also actively addressed by nurses in discussions with parents and there were 
hardly any differences between MHNs and RNs.   Most of the both type of the nurses (79%) were aware of the 
family‟s relationship with family friends (e.g. neighbours). Parent‟s relationships with grandparents were 
discussed by MHNs (63%) and RNs (66%) and children‟s relationships with them by 58% of MHNs and 56% of 
RNs. Most of the registered mental health nurses (71%) and 69% of MHNs also regularly asked about 
relationships with ex-spouses if they were the other parent of the patient‟s children.  Nurses also discussed with 
parents the children‟s situation in the family. Most of RNs (76%) and MHNs (81%) were aware that children might 
take on too much responsibility in the family and discussed this with the parent. RNs were more active (71%) in 
discussing with parents whether children are able to meet their developmental needs in the family than were 
MHNs (62%).  Half of RNs nurses (52%) had discussions about whether children have activities outside the home 
and if they have friends of their own age. MHNs (77%) were more interested in discussing whether children have 
trusted adults outside the family than were RNs (66%). (See Paper IV, Table 2). 
 
Being female, and having participated in further family education were significantly related to RNs‟ activity in 
discussing with parents the relationships both within and outside the clients‟ families.  RNs in the oldest age 
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category (51-60 years) and the most experienced category (>20.1 years) were significantly more active than the 
youngest (20-30 years) and least experienced (<5 years) RNs in discussing relationships of family members both 
inside and outside the family and the children´s situation. MHNs who were married, divorced or widowed were 
significantly more active than single MHNs in discussing relationships inside the family. The situation of children 
in the family was discussed with parents by significantly more RNs and MHNs who were parents themselves or 
had further family education. Both the most experienced (>20.1 years) RNs and MHNs were significantly more 
interested in the children‟s situation in the family than the least experienced (<5 years) RNs and MHNs.  (See 
Paper IV, Table 3) Family relationships both within and outside the clients‟ families were discussed with parents 
by significantly more RNs who met children of the clients regularly or worked in units where family-centered care 
was in use. The children´s situation in the family was discussed significantly more by RNs who met children of the 
clients regularly. (See Paper IV, Table 4).   
 
The practical mental health nurses‟ background factors that were significantly associated with their considerations 
of the application of the preventive child-focused family work are presented in Figure 5. (Papers II-IV) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 CHILD PARENTING FAMILY SUPPORT NETWORK 
 
Information about children 
 Most experienced (>20.1  years) 
 Inpatient unit  
  
Discussing parents with children  
 Female 
 Most experienced (>20.1  years)         
 Meeting children of the clients 
 monthly or more regularly 
 Oldest (51-60 years)  
 
Discussion about children’s own 
life 
 Most experienced  (>20.1  years) 
 Oldest (51-60 years) 
 Female 
 Being parent  
 Group program in use 
 
Children’s safety  
 Divorced/Widowed 
 Meeting children of clients monthly 
or more regularly 
Information about parents 
ns. 
 
Parents’ well-being  
 Female 
 Oldest  
 Most experienced (>20.1  years)  
 
Discussing children with parents 
 Female  
 Oldest (51-60 years) 
 Being parent  
 
Support for parenting in a 
therapeutic milieu 
 Most experienced (>20.1  years)  
 Married 
 Female  
 
Support for managing parental 
responsibilities at home 
 Female  
 Married 
 
Information about family 
relationships 
 Further family education  
 Family-centered care 
 Group program in use 
 
Information about socio-economic  
situation 
ns. 
 
Relationships within family 
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Relationships outside family 
 Female 
 
 
Children's situation in family 
 Oldest (51-60 years) 
 Female 
 Being parent  
 Married  
 Further family education  
  
 
 
Figure 5. The practical health nurses‟ background factors associated with their considerations of the application of  
the preventive child-focused family work in adult psychiatric care.  
 
47 
 
In Figure 6 is illustrated the background factors that were significantly associated with registered mental health 
nurses` considerations of the application of the preventive child-focused family work in adult psychiatry. (Papers 
II-IV) 
 
   Information about    
children 
 Female  
 Further family education     
 Oldest (51-60 years) 
 Most experienced (>20.1  
years) 
 Divorced/ Widowed 
 Family-centered care in use 
Information about parents 
 Female  
 Further family education 
 Family-centered care in use  
 Specific family  Intervention 
 
Parents’ well-being  
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 Most experienced (>20.1  years) 
 Oldest (51-60 years) 
 Married 
 Outpatient unit  
 Family-centered care in use 
 Meeting children of the clients   
monthly or more regularly 
 
Discussing children with parents 
 Female  
 Oldest (51-60 years) 
 Being parent  
 Further family education   
 Married  
 Most experienced (>20.1  years)  
 Outpatient unit  
 Specific family intervention 
 Family-centered care in use 
 Meeting children of the clients   
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Support for parenting in a 
therapeutic milieu 
 Inpatient unit  
 Group programme in use 
 
 
Support for managing parental 
responsibilities at home 
  Female 
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 Most experienced (>20.1 years) 
 Married 
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 Family-centered care in use 
 
Relationships outside family 
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 Oldest (51-60 years) 
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 Married  
 Most experienced (>20.1  years) 
 Family-centered care in use  
 Meeting children of the clients regularly 
 Outpatient unit 
 
Children's situation in family 
 Oldest (51-60 years) 
 Being parent  
 Married  
 Most experienced (>20.1  years) 
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 Meeting children of the clients regularly  
 Specific family intervention method in use 
 Family-centered care in use 
 Outpatient unit  
 
Discussing parents with 
children  
 Being parent  
 Further family education  
 Divorced/Widowed  
 Most experienced (>20.1 
years)         
 Oldest (51-60 years)  
 Family-centered care in 
use 
 
Discussion about 
children’s own life 
 Further family education  
  Most experienced  
  (>20.1  years) 
 Oldest (51-60 years) 
 Family-centered care in use  
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ns 
 
  
Figure 6. The registered health nurses‟ background factors associated with their considerations of the application  
of the preventive child-focused family work in adult psychiatric care.  
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5.3 Factors limiting the application of preventive child-focuses family work in adult psychiatric care 
 
5.3.1 Nurses’ considerations of limiting factors  
 
From the hospital organizational structures perspective there were several factors that nurses considered as 
limiting for applying preventive child-focused family work into adult psychiatric care.  Almost half (47%) of nurses 
considered that lack of administrative support does not limit the application of preventive child-focused family 
work. Seventy per cent of all nurses found the resistance in multiprofessional team as limitation for PCF-FW.  In 
addition possible conflicts in work were considered as limitation by 68 % of nurses. (Paper I) 
 
From the nursing-related factors perspective, 55% of nurses considered that the lack of intervention and 
evaluation methods limits the application of PCF-FW in regular adult psychiatric care.  Over half of the nurses 
(52%) agreed that possibilities to consult child psychiatric staff was limiting factor for PCF-FW. Nurses considered 
also that co-operation with other health care services (e.g. primary health care) was more often a limitation for 
PCF-FW (57 %) than co-operation with social services (53%).(Paper I) 
 
With respect to individual nurse-related issues 78% of nurses considered that nurses knowledge of child welfare 
law was limiting the application of PCF-FW.  Half of the nurses (46%) considered that nurses attitudes towards 
meeting children in adult psychiatry was not limiting, while other half (49%) found it quite limiting and five per cent 
of nurses very limiting.  Over half of the nurses (64%) considered that nurse‟s skills to support parents and family 
relationships (67%) were limiting the application of preventive child- focused family work. (Paper I) 
 
Nurses also evaluated the way in which issues related to families limit their capacity to co-operate with families 
with dependent children. The fears of families were found to a limiting factor by 92% of all nurses.  Attitudes of the 
families were considered as limiting by 86 % of nurses.  Families living far from mental health services were 
considered to be limiting to application of PCF-FW by 78% of nurses.  According to 74% of nurses patients‟ short 
length of stay at the hospital is a limiting factor for PCF-FW in adult psychiatric care. (Paper I) 
 
5.3.2 Variables associated with nurses' considerations of limiting factors 
 
Some statistically significant differences were found between nurses‟ evaluations of organizational limitations.  
Lack of administrative support was considered to be “more limiting” by nurses working in units where family-
centered care was not in use. Nurses who were working in inpatient units found the inflexible character more 
limiting than did nurses in outpatient units. Lack of resources was considered more limiting by nurses who had 
not participated in further family education and who reported that family-centered care was not used in their unit. 
The frequency of meeting the children of their clients was significantly related to nurses‟ evaluations of resistance 
to PCF-FW in multiprofessional teams. (See Paper I, Table 2). With respect to the nursing-related limitations, the 
nursing culture at individual units was considered to be an obstacle by higher proportions of nurses working at 
units that did not use a family-centered approach or who had not participated in further education regarding 
families, than other nurses. 
49 
 
FACTORS RELATED TO NURSES´ CONSIDERATIONS OF LIMITING FACTORS 
 
Hospital administration related factors 
  –  Inpatient unit 
 –  No further family education 
 –  Meeting children of clients rarely 
 
 
Nursing-related factors 
–  No further family education 
–  Meeting children of clients rarely 
–  Meeting  clients with children rarely  
   –   No specific family intervention in use  
   –   Family-centered care  not in use 
 
Individual nurse-related factors 
 –  No further family education 
 –  Not a parent  
 –  No specific family intervention in use 
 –  Family-centered care  not in use 
 
Family-related factors 
–   Not a parent  
–   No further family education 
–   Family-centered care not  in use 
–   Work unit  
 –  Temporary position 
 
       –  =  Background variables that were significantly related to nurses‟ opinions about effects of the limiting factors 
 
 
Nurses who met patients with their children less regularly were significantly more likely to consider that family 
work is not part of regular nursing. Lack of evaluation and intervention methods for working with families was 
considered to be a limitation by significantly more nurses working at units where no family-centered care or 
specific family intervention programs were in use, and who met clients and their children less regularly, than other 
nurses. (See Paper I, Table 3). 
Nurses who did not have children of their own or who worked in the units where family-centered care was not in 
use were significantly more likely to consider that nurses‟ ability to support children limited their work with 
families. Nurses who had not participated in further family education were more likely to consider that nurses‟ 
attitudes towards children in adult mental health services and a knowledge of the law make it difficult to apply 
PCF-FW in practice. Nurses who worked at units where specific family intervention programs were in use 
considered that nurses‟ lack of skills to support family relationships were significantly more limiting. (See Paper I, 
Table 4).    
Nurses working in outpatient clinics were significantly more likely to consider that “families‟ lack of time” makes 
PCF-FW difficult to apply than nurses working in inpatient units. “Nurses who were not parents themselves” or 
who did not occupy a “permanent work position” considered patients‟ health status to be significantly limiting to 
co-operation with families. “Fears of family” were seen as an obstacle to family nursing more often by nurses who 
worked in units that were not using a family-centered approach. (See Paper I, Table 5).  
 
In Figure 7 is illustrated the variables associated with nurses‟ opinions of factors limiting their capacity to apply 
preventive child-focused family work in adult psychiatric care. (Paper I) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 7. Variables associated with nurses‟ opinions of factors limiting their capacity to apply preventive child-
focused family work in adult psychiatric care 
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6 DISCUSSION 
 
The purpose of this study was to describe the current and potential application of preventive child-focused family 
work (PCF-FW) from the nurses' point of view within adult psychiatry. The acquired information was expected to 
provide information that will help to develop nursing in order to promote child development and mental health in 
families affected parental mental disorder, and to enable the application of preventive child-focused family work in 
general adult psychiatry.  
 
The insights provided by the data gathered in the study can be considered to be new to Finland, because there 
have been no previous studies concerning the roles of practical and registered mental health nurses in promoting 
child development and mental health in families affected by a parental mental disorder. Furthermore, a novel 
concept of preventive child-focused family work was developed and explored in this study, based on insights in 
previous literature pertaining to families affected by parental mental disorder. Preventive child-focused family 
work consists of the following elements: support for the child, support for parenting and support for the family 
network. The main principles of preventive child-focused family work are to listen to children's accounts of their 
experiences, and to strengthen parenting and family relationships. Furthermore, protective factors associated with 
the child, family and family's network and community are addressed, while focusing on strengths within the family.   
 
The results of this study will increase nurses‟ awareness of children in families affected by a mental disorder and 
awareness of the potential importance of nurses‟ role and opportunities to support the whole family within general 
adult psychiatric practice. Moreover, the results of this study should also be useful to a large number of nurses 
working in many health care settings, particularly pediatrics, public health, schools, and emergency rooms, who 
often see the influences of parental mental illness and meet affected children and other family members (Foster 
2006, Mason & Suberi 2006). Meeting the needs of families affected by parental mental disorder is a 
multiprofessional issue and not exclusive to nurses. Hence, the results should also be useful to other adult mental 
health professionals‟ (social workers, doctors, occupational therapists) and other social and health care 
professionals (e.g. pediatricians, school counselors, internists and social workers) (Beardslee et al. 2003). It is 
important to understand the service needs of affected families in order to develop effective interventions and 
concentrate the services accordingly (Hinden et al. 2005). The promotion of child development and mental health 
in such families is vital for decreasing the impact of parental mental disorder, and should reduce the likelihood of 
children requiring mental health services in the longer-term.   
 
6.1 Application of child-focused family work in adult psychiatric care 
 
The information gathered about families with dependent children provides a basis for planning and applying 
preventive child-focused family work. The results of this study indicate that information about the family – parents, 
children, family relationships and the socio-economic situation of the family – was actively gathered in the units 
according to both registered and practical mental health nurses. This might indicate that the clients‟ family 
situation is taken into account when planning client care in multiprofessional teams. In this study it was not 
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determined whether the care was planned together with the family or if a family care plan was applied. However, 
this is a relevant issue, since Mottaghipour and Bickerton (2005) argue that a family care plan provides an 
opportunity for family members to have discussions in a new and practical way. In addition, the application of a 
family care plan increases children's knowledge of the parent's disorder, if presented in an age-appropriate way.  
 
The results of this study revealed that parents of dependent children are frequently clients of adult psychiatric 
services, as reported in previous studies (Devlin & O‟Brien 1999, Thomas & Kalucy 2003, Fudge et al. 2004). The 
children of clients were not met regularly by most of the nurses surveyed in this study, but they were not totally 
invisible as claimed in previous studies (Devlin & O‟Brien 1999, Inkinen 2001, Hetherington & Baistow 2001, 
Mayberry & Reupert, 2006). These results indicate that the family is considered as a whole during the parents‟ 
care, but there are no systematic practice models to actively include children in this process.  
 
Most of the surveyed RNs and MHNs discussed parents‟ wellbeing and children with their clients. This finding is 
corroborated by the results of a previous study (Thompson & Fudge 2005), in which adult mental health nurses 
identified discussion of parenting issues with their clients as part of their role in psychiatric care. These results are 
not, however, supported by some previous studies, which have found that adult mental health professionals have 
problems keeping the parental status of the patient in mind while caring for clients who are parents (Östman & 
Hanson 2002, Fudge et al. 2004). Further, Slack and Webber (2008) found that although adult mental health 
practitioners are aware that children of parents with mental-health problems need additional support, they do not 
consider this to be part of their role and believe it to be incompatible with attending to the health of the parent.  
However, although it is not possible to eliminate all the problems faced by these families, some simple measures 
to assess and identify needs, and to advocate and arrange appropriate services may considerably enhance the 
parenting status and capabilities of an individual diagnosed with mental illness, and may also contribute to 
positive outcomes for both parent and child (Devlin & O´Brien 1999, Foster et al. 2004).  
 
The results of this study also showed that nurses rarely gave information about relevant literature for parents; this 
supports the idea that nurses are not aware of all the materials available to assist parents. Thus, although 
materials have been developed for professionals and families in Finland (Solantaus & Toikka 2006), our data 
indicate that nurses are not sufficiently aware of them. In a previous study adult mental health nurses also 
reported that they are not well prepared for discussions with parents and are unaware of resource materials to 
assist them in this (Thompson & Fudge 2005). 
  
The results of this study also showed that support for managing parental responsibilities at home was arranged at 
the units during care according to the surveyed nurses, contrary to previous reports that clients who are parents 
experience a lack of support for parental responsibilities during and after hospitalization (Thomas & Kalucy 2003, 
Diaz-Caneja & Johnson 2004). Practical mental health nurses were more likely than registered nurses to agree 
that parental responsibilities of the clients were supported in a therapeutic milieu at their units. This result might 
be explained by their professional duties, since practical mental health nurses spend more time with clients in 
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their everyday activities. In addition, nurses working in inpatient units and units where group programs were 
applied were more likely to report that parenting of the clients was supported in a therapeutic milieu. This finding 
can be explained by the nature of these units, emphasizing everyday activities and the client‟s autonomy 
(Mielonen 2006).  
 
Both RNs and MHNs who were married and parents themselves supported the children of the family more often 
than others, indicating that nurses who have the experience of parenting and raising children may be more able 
and more likely to recognize the needs of the children in families affected by parental mental illness. As well as 
female nurses, those who were married more actively supported the children of their clients. These findings 
indicate that the skills required to meet the needs of such children may be developed by personal life 
experiences, rather than during formal education. Moreover, female nurses were more active in discussing family 
relationships and supporting parenting. This raises questions about whether female nurses are more concerned 
about children‟s wellbeing or if the nursing culture itself allocates this type of role to women. 
  
Both the registered and practical mental health nurses surveyed discussed families‟ relationships within and 
outside the family. This kind of support has also been highlighted by parents and children in earlier studies 
(Stallard et al. 2004, Mayberry & Reupert 2005). These results indicate that nurses are aware that the parents 
and children of such families are at risk of social isolation, as revealed in earlier studies (e.g. Cowling 1999, 
Stallard et al. 2004). However, for parents external support is more important, to allow sharing of parenting 
responsibilities (Cowling 1999), while for children it is important to empower them in their own lives, to avoid them 
becoming reliant on external support, which may not be always available (Mayberry & Reupert 2005).  
The impact of nurses‟ personal life experiences is also shown in the results, indicating that nurses who were 
divorced or widowed were more interested than others in supporting family relationships. Based on these results, 
questions about evidence-based practice arise. If the actions of nurses are based mostly on their own 
experiences, then knowledge about existing preventive interventions will not be applied in practice. A theoretical 
framework is needed, therefore, in order to meet the needs of affected families; this should improve the quality of 
care. 
The results of this study support the idea proposed by several other researchers (Devlin & O‟Brien 1999, Foster 
et al. 2004, Mason & Suberi 2006) that nurses can play a unique role in a variety of ways, and they can also 
become key-players in initiatives to help these children and their families. A notable example of ways in which 
nurses can help children to cope is by explaining to children the reasons for their parents‟ behavior and sharing 
experiences related to it (Mason & Suberi 2006, Meadus & Johnson 2000).  
In contrast to previous studies (Rose et al. 2004, Maybery & Reupert 2006), the clients‟ length of care was not 
found to be significantly related to nurses‟ application of preventive child-focused family work. This finding has 
similarities to the results of one previous study (Slack & Webber 2008), which found that adult mental health 
workers in community settings were more likely than inpatient staff to act upon the needs of their clients‟ children 
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and less likely to consider this not to be part of their role. The results of this study indicate that more time may be 
spent working with families in outpatient units, and that parents‟ health status is better as a result of co-operation. 
However, in a previous study high numbers of practitioners in community care reported that lack of time was a 
factor in their practice, but no staff of inpatient units reported this limitation (Slack & Webber 2008).  
 
6.2 The limitations for application of preventive child-focused family work in adult psychiatric care 
 
The responses of nurses surveyed in this study indicated that factors related to hospital nursing administration, 
attributes of individual nurses and clients‟ families all limited their capacity to apply preventive child-focused family 
work in practice. The finding that factors related to family were considered as most limiting for PCF-FW by nurses 
may indicate that adult mental health services do not have experience of useful intervention methods for working 
with these families, although a lack of these methods was not recognized strongly by participants in this study. 
This emphasizes the importance of paying attention to clients‟ families (Wang & Goldsmith 1996) and that nurses 
should be aware that families with a parent who has a mental disorder are uncertain and hesitate to ask for 
professional help (Nicholson et al. 1998a). These results raise questions about whether families should adapt to 
the services, or services to the needs of these families. 
 
The results of this study revealed that nurses considered their lack of skills for supporting families imposed 
limitations; this is similar to the results of previous studies of adult mental health professionals (Thompson & 
Fudge 2005, Maybery & Reupert  2006, and Slack & Webber 2008).  Nurses' attitudes towards meeting the 
children of their clients were also found to be a limiting factor, both in this study and in the work by Slack and 
Webber (2008), while Thompson & Fudge (2005) found that nurses generally had a positive attitude towards the 
children of their clients. The findings of this study that nurses‟ attitudes and their lack of knowledge and skills 
were limiting issues for PCF-FW might be explained by a lack of training and resources for managing complex 
family issues (Stallard et al. 2004, Mason & Suberi 2006, Slack & Webber 2008). Mayberry and Reupert (2006) 
suggest that further education could be divided into two different themes: the first pertaining to the parenting 
responsibilities of the patients and the second focusing on the child/children of the parent with the mental 
disorder. 
 
The best outcomes of the preventive child-focused approach have been achieved where good administrative 
support is in place (Väisänen & Niemelä 2005). However, in this study a lack of resources was considered to be 
the most limiting factor for PCF-FW, as supported by the results of previous studies (Stanley et al 2003, Mayberry 
et al. 2005, Slack & Webber 2008).  
 
Adult psychiatric care is planned and evaluated by a multiprofessional team. The team‟s resistance was 
considered a limiting factor by the nurses surveyed in this study, as previously identified (Hetherington & Baistow 
2001, Slack & Webber 2008). This result might indicate that the training for working with families is not 
multidisciplinary and does not make use of a collaborative approach, which advocates working within the patients‟ 
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and/or carers' frames of reference rather than a practitioner's dogmatic position (Jones & Scannell 2002, Slack & 
Webber 2008).  
 
The results of this study also indicate that a lack of further family education as well as a lack of family-centered 
care at their units affected nurses‟ evaluations of the limiting factors. This finding might indicate that in units 
where family-centered care is in use, more time is allocated to family work within nurses´ job descriptions. This 
finding is significant in terms of resources and time allocation, and has important implications for policy, and for 
nursing staffing and time allocation in general (e.g. IOM 2004, Seago et al. 2003).  
 
Statistically significant differences concerning family-related factors were found between responses of nurses 
working in outpatient units and inpatient units. This can be explained partly by differences in the nature of their 
work and the length of patients‟ care in their units.  However, the short length of client stays in care was 
considered to be a limiting for family work by nurses in this study; this has also been reported as a hindrance for 
family intervention opportunities in previous studies (Mordoch & Hall 2002, Jones & Scannell 2002).  
 
6.3 Reflections on preventive child-focused family work  
 
In this study the application of child-focused family work was observed from the perspective of registered and 
practical mental health nurses. However, meeting the needs of these families in mental health services is the duty 
of the whole multiprofessional team (Hetherington & Baistow 2001, Maybery & Reupert 2006, Slack & Webber 
2008). The content of preventive child-focused family work in this study was developed using multidisciplinary 
research concerning the needs of parents who have a mental disorder (e.g. Thomas & Kalucy 2003) and those of 
their children (e.g. Handley et al. 2001, Valiakalial et al 2004). In addition, knowledge regarding existing 
preventive interventions for families affected by parental mental disorder was exploited. Most of these 
interventions were applied in randomized trials and provided evidence that parents, children and families gain 
long-term benefits from such preventive actions (Beardslee et al. 1997abc, Beardslee et al. 2003, 2007.)  
 
Solantaus and Toikka (2006) argue that, in the Finnish health care system, primary prevention is possible only if 
the family receives preventative services at the point when the parent is admitted into mental health care. 
Therefore, it is vital for adult mental health services to have the ability to recognize clients who are parents with 
dependent children (see, for instance, Devlin & O'Brien 1999, Fudge et al. 2004). Despite this, it is debatable 
whether this specialized health care is a suitable context for applying child-focused family work.   
 
The average length of a patient‟s stay in hospital is short and the health status of hospitalized patients is more 
severe than that of clients in community care (Hautala-Jylhä 2007). Furthermore, in Finland the community-based 
mental health services are generally the initial services for most clients with metal disorders (Finnish Mental 
Health Act 1116/1990/4§). Therefore, the possibilities for applying preventive child-focused family work in 
community psychiatric services in primary health care need to be carefully considered. However, it is easier to 
reach families in which a parent is already using services for preventive intervention, than other risk groups 
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(Devlin & O‟Brien 1999, Solantaus & Toikka 2006). Therefore, the adult mental health services are in a key 
position to support these families and promote child development and mental health. In adult mental health 
services there are opportunities for preventive intervention, but its effectiveness will depend on the activities and 
training of mental health professionals (Devlin & O‟Brien 1999, Solantaus 2005).  
 
The primary health care services, such as maternity and child health clinics, are in key positions to conduct 
preventive work with affected families (e.g. Hastrup et al. 2005). Developing multidisciplinary partnerships could 
be the optimal way to meet the needs of families affected by mental disorders. Therefore, from the point of view 
of families and services, good coordination and liaison between child and adult services is important (Smith 2004, 
Slack & Webber 2008) as well as good collaboration between all mental health services and a wide range of 
other agencies (Royal College of Psychiatrists 2002). Preventive child-focused family work does not cover this 
kind of collaborative working approach, but this study reveals that issues associated with associated with lack of 
collaboration collaboration between different agencies limits nurses‟ work with these families.  
 
It is well established that families affected by a parental mental disorder are likely to utilize multiple services 
across both the child and adult service sectors (Marsh & Johnson 1997, Stanley et al.2003). However, most 
interventions for families affected by parental mental illness tend to focus on only one member of the family. For 
example, adult mental health agencies tend to focus on the parent with the mental disorder (Mayberry & Reupert 
2006) while child services, such as child protection services, focus on the children in these families (Cowling et al. 
2004). In contrast, preventive child-focused family work aims to recognize the needs of the whole family and 
should be applied at the earliest stage possible to prevent families requiring child welfare or child psychiatric 
services.  
 
Preventive child-focused family work aims to recognize the needs of all family members before problems occur. 
However, the application of preventive child-focused family work in general practice demands quite extensive 
work with parents and children. It can be questioned whether all families with dependent children need such 
intensive intervention (Solantaus and Toikka 2006). It has also been found that lectures (Beardslee et al. 2003) or 
text-based interventions (Beardslee et al. 2007) are beneficial for children and parents with affective parental 
disorders.  
 
Preventive child-focused family work in general adult psychiatric practice is not targeted at any particular 
diagnostic group of clients or any specific age-group of children. Most of the existing preventive interventions 
mentioned in this study focus on children in families where a parent has an affective disorder, most often 
depression (Beardslee et al. 1996, 1997abc). However, there needs to be a broader focus than just depression 
when working with families affected by a parental mental disorder in general adult psychiatric practice 
(Ramchandani & Stein 2003). Preventive child-focused family work acknowledges and addresses the needs of 
individual family members, including parents, spouses and children and is related to child development and 
mental health.   
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Although child development is strongly related to the function of the family, there are several aspects of society, 
including political decision-making and the nature of the work force, that affect family functioning and how well the 
family is able to meet the needs of their children (Leinonen 2004, Korkiakangas 2005). For this reason, ecological 
theory (Bronfenbrenner 1979) was chosen as a perspective for child development and mental health in this study. 
This theory takes into account the developmental environments experienced by the child, but at the same time 
the family is considered to be an integral part of society. This encourages us to examine the family environments 
that have an impact on family functioning and influence child development and mental health (Bronfenbrenner 
1979, Karila & Puroila 2001, Leinonen 2004).  
 
The resources of the Finnish mental health services are limited, and there are insufficient resources to carry out 
preventive intervention with every client who has children (Solantaus & Toikka 2006). It must also be recognized 
that many families experiencing parental mental illness are also disadvantaged by problems arising from poverty, 
unemployment, inadequate housing, family discord and disorganization, and disruptions to schooling and care 
(e.g. Seifer 2003, Howard 2000, Foster 2006). Using the ecological theory as a perspective for child 
development, measures at each of the pertinent levels can also be applied to preventive child-focused family 
work. For the child, the family is the most important environment, therefore actions taken at other levels, e.g, 
political decision-making, should support the child‟s family and the most influential environments e.g. school, day 
care and other services in the community.  
If the family experiences a lack of support within the most immediate environment, the need for support grows 
and needs to be addressed at the next level, e.g. psychiatric services; in such cases the support required may be 
greater and need more resources (Myllärniemi 2004). The most important level for preventive child-focused family 
work from the perspective of families is the policy-making level. While individual families may not have much 
influence over the political environment, choices made at a political level will influence the levels of funding that 
are allocated to services in their community. These services usually cover the care that is obligatory for 
municipalities to provide (Pirkkala et al. 2002). However, application of this kind of approach in general health 
care services is just beginning (Solantaus 2005, Solantaus & Toikka 2006) and service structures in which family 
members are cared for in many places do not facilitate preventive child-focused interventions.  
6.4 Validity and reliability of the results  
Sample. The sample used in this study covered all registered nurses (RNs) and practical mental health nurses 
(MHNs) working in adult psychiatrics units in all five Finnish university hospitals during the data collection period 
(2005).  According to Burns and Grove (2001), representativeness is weak if the response rate to a questionnaire 
survey is lower than 50%. In this study, the target sample consisted of all nurses (N=608), including registered 
(RN, n=370) and practical mental health nurses (MHN, n=238). The number of participations were 310 (response 
rate 51 %). Seventy two per cent of all participants (n=222) were registered mental health nurses (response rate 
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60 %) and 28% of all participants (n=88) were practical mental health nurses (response rate 36 %).   Hence, the 
sample of all nurses and the sample of RNs could be considered representative in this respect.  
 
There is no information regarding non-respondents, but there is a concern that non-respondents may differ 
notably from respondents. Those who responded might have been more interested in the research topic. It is 
possible that those who did not value work with families, or who considered it to be the preserve of specialists did 
not answer. Another explanation for the low response rate could be that nurses have been somewhat over-
researched in recent years. It is also possible that Finnish practical mental health nurses are not used to 
participating in research, and are not usually included in nursing studies. In addition, the questionnaire was 
somewhat long, and the workload in nursing practice does not always allow time for completing such surveys.  
 
Data analysis and results. The validity and reliability of the results of quantitative research can be considered in 
terms of both internal and external validity (Burns & Grove 2001). Internal validity is the extent to which the 
findings in the study are a true reflection of measured reality, rather than results of extraneous factors (Polit & 
Beck 2004). In this study the results are based on participants‟ self-assessments; this could reduce the internal 
validity of the results. Self-report bias can be manifested as a desire on the part of the respondents to appear in a 
more positive light or give the answers they consider that the researcher will view as “correct” (Burns & Grove 
2001). However, the anonymous nature of the questionnaire used in this study should have reduced any 
tendency to change the responses intentionally (Polit & Beck 2004). There is also a chance that nurses who were 
interested in the research topics were more willing to participate in the study, and this may weaken the internal 
validity of the results (Burns & Grove 2001). Further, Likert-type questions may have simplified the respondent‟s 
responses, i.e. the linguistic form of the questions and the Likert-type scales used may have failed to measure the 
depth of the issues. The results do not indicate whether the knowledge gathered from families was used in their 
care, or whether discussions about the topics of interest were deep or simply at the level of mentioning them to 
parents.    
 
Furthermore, the use of nurse managers to distribute the questionnaires may also have had an effect on the 
representativeness of the respondents. A cover letter about the study was sent to nurse managers with the 
questionnaires and they were emailed during the data collection period to ask them to remind their nurses about 
the opportunity of participating in the study. However, there is no way of knowing whether they followed the 
instructions provided. Managers who are more research-orientated or more interested in family work could have 
been more active in encouraging nurses to participate in the study. In addition, instructions were attached to each 
questionnaire distributed to nurses, but it is not possible to tell how carefully they followed these instructions. 
Each hospital allowed nurses to complete questionnaires in the unit during their work time; however, some 
respondents may have taken the questionnaire home. 
 
External validity is the extent to which the study findings can be generalized beyond the sample used in the study 
(Burns & Grove 2001). Considering the specific sample and the descriptive nature of this study, the scope for 
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generalization of the results is limited (Polit & Beck 2004). The results do not necessarily represent all nurses 
working with clients who are parents. Only 36% of MHNs replied, which may be an indication that they do not 
generally consider the topic to be relevant to their profession. A further external issue that might have affected the 
results of this study is that most of the nurses reported that they meet the children of their clients only a few times 
a year and clients with children were not met regularly by all nurses. This might also weaken the internal validity 
of the results, and some of their answers might reflect “expectations” about their role with these children and 
parents, rather than a description of the reality of everyday practice. Furthermore, the results do not necessarily 
reflect the situation in all adult psychiatric settings, because the data were collected only from university hospitals. 
Taking account of these limitations, the results of this study can be generalized to the whole target group – RNs 
and MHNs working in adult psychiatric outpatient and inpatient units at the Finnish university hospitals.  
 
In this study the questionnaire for data collection provided anonymity for the respondents and allowed the 
researchers to obtain information about a large population of nurses from all university hospitals in Finland. This 
type of data has to be entered into the statistical software; during this process errors may be introduced. In this 
study, the researcher herself entered the data into the software and avoided possible errors by checking the 
distribution of the variables and missing values carefully.  Moreover, appropriate methods for data analysis were 
selected in discussion with statisticians. The benefits of using the Kruskal- Wallis test, Mann Whitney U-test and 
Chi-square tests in this study were that they are not dependent on the scale used or the data distribution. 
However, the data distribution was skewed, thus affecting the analyses.  
 
6.5 Implications 
 
Although there is a need for further research in this area, there are many implications worthy of consideration.  
The results of this study indicate that more attention needs to be paid to the following aspects in order to promote 
child development and mental health in families affected by parental mental disorder.  
 
1. The results of this study will increase nurses‟ awareness of children in families affected by a mental 
disorder and their awareness of the nurses‟ role and opportunities to support the whole family within 
general adult psychiatric practice. Moreover, the results of this study should also be useful to a large 
number of nurses working in many health care settings, particularly pediatrics, public health, schools, 
and emergency rooms, who often see the influences of parental mental illness and meet affected 
children and other family members.  
 
2. Nurses´ role with families affected by parental mental disorder should be more clarified and they should 
be encouraged to utilize preventive child-focused family work in order to meet the needs of these 
families. Nurses should also take more active roles in advocating the needs of these families in clients‟ 
care planning processes, multiprofessional team work and in therapeutic milieu. Furthermore, nurses‟ 
awareness of the available literature to assist parents and children should be increased and they should 
be encouraged to use them in practice. Families should also be informed about this preventive approach 
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and actively encouraged to co-operate with mental health professionals in order to be supported in as 
early stages as possible.   
 
3. The hospital administration infrastructure should be developed in a way that supports the application of 
PCF-FW in adult psychiatric care, e.g. as part of the organizational strategy. This strategy should be 
implemented in practice by allocating more resources, e.g. time, staff and room as well as adjusting 
working methods of mental health professionals in order to apply preventive child-focused family work as 
a routine part of adult psychiatric services. The head nurses and nurse managers at the units should 
value the work with these families and encourage nurses to acquire further education to work with 
families and develop their nursing practice in order to implement PCF-FW into regular nursing practice. 
Policies and processes that limit the capacity of nurses and other mental health professionals to 
collaborate effectively with other agencies should also be identified and innovative ways to work together 
should be developed. 
 
4. There is a need for additional education about preventive child-focused family work in adult psychiatry.  
The needs of the families affected by a parental mental disorder and the possibilities for early support 
need to be added to the basic curriculum of both registered and practical mental health nurses. In order 
to strengthen the work of multiprofessional teams and co-operation between different services (e.g. 
social services and child psychiatry), multi-disciplinary training would be valuable. This would enhance 
nurses‟ ability to participate in collaborative work practices in this area.  
 
5. Meeting the needs of these families and promotion of child development and mental health should be 
central aims of our health policy. The political decisions concerning families with children, especially 
families with special health needs, have an impact on children‟s everyday life in families, which is the 
most important environment for child development. These families and their children should be 
supported in their everyday life from early stages, since early intervention will reduce the need for care 
of these families in psychiatric services and minimize the probability of the children becoming future 
clients of adult psychiatric services.  
 
6.6 Recommendations for further research  
 
Based on the results of this study, the following further research topics are recommended:  
   
1. This study provided information about the application of preventive child-focused family work in practice 
by practical and registered mental health nurses in adult psychiatric inpatient and outpatient units in 
Finnish university hospitals. The research should be applied in community care settings in which clients 
have a better health status and in situations where the length of stay in care is longer. 
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2. The PCF-FW questionnaire was developed for this study and needs to revised and tested again. It is 
important, in the future, to modify the PCF-FW questionnaire to be answered by families affected by a 
parental mental disorder, in order to collect data on how they have experienced support for parenting, 
children and their family network.   
 
3. It is also important to study the work of adult mental health multiprofessional teams with families affected 
by a parental mental disorder and refine more clearly the nurses' and other mental heath professionals‟ 
roles in relation to these families.  
 
4. The PCF-FW questionnaire survey made it possible to collect a lot of information from a large population 
over a wide geographical area. However, it is important that nurses are interviewed in the future, 
because the questionnaire could not measure the quality of nurses' discussions with parents and 
children. It is also important to interview both parents and children in these families in order to obtain 
more detailed information about their experiences of services and what they require from them.   
Furthermore, in a questionnaire survey there is always the chance that respondents want to appear in a 
positive light or give the answers that they think the researcher will consider to be “correct”. 
 
5. Multidisciplinary intervention or action research, where the preventive child-focused family work is 
incorporated into mental health practice, will produce more evidence of the features that support family 
stability and promote children‟s healthy development and mental health. In particular, prospective 
studies that follow up these children from childhood to adult life are needed. A pilot program could be set 
up to identify the specific skills required by adult mental health nurses to work with children to enable 
them to understand mental illness at an age-appropriate cognitive and emotional level and also to 
examine the needs of the parents of children of different ages. 
 
6. It is also important to research how the needs of families affected by a parental mental disorder are 
presented during the basic education of practical and registered mental health nurses and to determine 
the competence of graduate nurses to support these families and prevent future problems arising for 
their children. 
 
7. One challenge for future research is to study, in practice, how family meetings are planned and 
evaluated. Finally, we need to study children visiting their hospitalized parent.   
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6.7 Conclusions  
  
Based on the results of this study, the following conclusions can be drawn: 
 
1. Parents of dependent children are often clients of rpractical or registered mental health nurses in adult 
psychiatric services. Meeting the children of these clients is not part of regular adult psychiatric practice, 
which limits nurses‟ capacity to apply preventive child-focused family work in adult psychiatric care.  
 
2. Both registered and practical mental health nurses are aware of the needs of all family members during 
their care, and they are in a prime position to recognize needs and offer early support for parenting, 
children and family relationships in adult psychiatric clinical practice, thereby promoting child 
development and mental health.  
 
3. Preventive child-focused family work should ideally address all issues that are relevant to nurses‟ 
support for families affected by parental mental disorder in adult psychiatric care . 
  
4. Nurses' ability to recognize the needs of families affected by a parental mental disorder develop through 
personal and professional experiences, therefore it can be concluded that meeting the needs of  families 
with dependent children is not currently part of regular nursing education. 
 
5. Family-orientated care approaches in mental health units will increase nurses' ability to recognize the 
support for parenting and their ability to support children, parents and family relationships in clinical adult 
psychiatric practice.  
 
6. There are issues related to family, nursing, individual nurses and hospital administration which limit 
nurses´ application of preventive child-focused family work in regular practice. Adult mental health 
services do not have experience of useful intervention methods for working with these families.  
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b
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 f
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 c
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 d
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at
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c
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b
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 p
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d
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at
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v
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 f
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 p
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fe
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 c
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m
e
n
t 
o
f 
th
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 f
a
m
il
ia
l.
  
u
n
d
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p
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d
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 c
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p
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p
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 f
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 c
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 p
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ar
ly
 i
n
te
rv
e
n
ti
o
n
 i
n
 n
ee
d
ed
. 
 
L
ec
tu
re
 i
n
te
rv
en
ti
o
n
: 
in
fo
rm
at
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b
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d
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 p
o
st
 
in
te
rv
e
n
ti
o
n
  
2
-y
ea
r 
fo
ll
o
w
 u
p
 
S
ch
ed
u
le
 f
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D
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b
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 b
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 c
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 d
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 D
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 f
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ie
s 
 
ch
il
d
 8
-1
5
 y
ea
rs
  
A
t 
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st
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e 
p
ar
en
t 
w
it
h
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ec
en
t 
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is
o
d
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af
fe
ct
iv
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is
o
rd
er
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w
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 c
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g
n
it
iv
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h
o
ed
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o
n
al
 
p
re
v
en
ti
v
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in
te
rv
e
n
ti
o
n
s 
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r 
fa
m
il
ie
s 
C
li
n
ic
ia
n
-F
ac
il
at
ed
 i
n
te
rv
e
n
ti
o
n
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1
9
 
fa
m
il
ie
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6
-1
0
  
se
ss
io
n
s 
M
ee
ti
n
g
s 
w
it
h
 
p
ar
en
ts
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ch
il
d
re
n
 a
n
d
 w
h
o
le
 f
a
m
il
y
  
 
F
a
m
il
y
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x
p
er
ie
n
ce
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o
f 
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l 
fa
m
il
y
 m
e
m
b
er
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an
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 l
in
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 t
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 f
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m
il
y
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ll
n
es
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x
p
er
ie
n
ce
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o
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g
n
it
iv
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fo
rm
a
ti
o
n
 p
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se
n
te
d
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L
ec
tu
re
 i
n
te
rv
en
ti
o
n
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1
8
 f
a
m
il
ie
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: 
 
T
w
o
 s
es
si
o
n
 o
n
ly
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it
h
 p
ar
en
ts
  
A
ff
ec
ti
v
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d
is
o
rd
er
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se
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te
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y
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ie
n
ce
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 p
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en
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u
ra
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h
ei
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c
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il
d
re
n
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b
o
u
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ar
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ta
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es
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F
a
m
il
y
 m
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m
b
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p
re
 a
n
d
 p
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st
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e
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n
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se
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se
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rv
e
n
ti
o
n
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u
st
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ed
 e
ff
ec
ts
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f 
th
e 
in
te
rv
e
n
ti
o
n
s 
w
er
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re
p
o
rt
ed
 1
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ea
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ft
er
 
 C
li
n
ic
ia
n
 -
F
ac
il
at
ed
 i
n
te
rv
en
ti
o
n
 
w
a
s 
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so
ci
at
ed
 w
it
h
 m
o
re
 p
o
si
ti
v
e 
w
it
h
 m
o
re
 p
o
si
ti
v
e 
se
lf
-r
ep
o
rt
s 
an
d
 c
h
an
g
e
s 
 
 P
re
v
en
ti
v
e 
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te
rv
en
ti
o
n
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p
ar
ti
cu
la
rl
y
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h
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in
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ia
l-
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ci
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te
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a
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lo
n
g
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er
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 b
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n
ef
it
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fa
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il
ie
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 p
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ta
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fe
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iv
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d
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at
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d
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at
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 f
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p
ar
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t 
ep
is
o
d
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d
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st
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sh
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o
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ll
ia
n
ce
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 f
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ia
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u
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d
er
st
a
n
d
in
g
 o
f 
th
e 
p
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d
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ie
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se
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e
n
t 
o
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th
e
 c
h
il
d
's
 
v
u
ln
er
ab
il
it
ie
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an
d
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tr
e
n
g
th
s,
 v
al
id
at
io
n
 o
f 
ch
il
d
's
 e
x
p
er
ie
n
ce
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e
m
p
h
as
is
 o
n
 t
h
e 
u
n
iq
u
e 
li
fe
 e
x
p
er
ie
n
ce
 o
f 
ea
ch
 f
a
m
il
y
, 
p
ro
v
is
io
n
 o
f 
th
e 
lo
n
g
-t
er
m
 c
li
n
ic
ia
n
 a
v
ai
la
b
il
it
y
 t
o
 
re
in
fo
rc
e 
th
e 
in
te
rv
en
ti
o
n
's
 p
ri
n
ci
p
le
 a
n
 t
o
 
fa
ci
li
ta
te
 e
ar
ly
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n
te
rv
e
n
ti
o
n
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n
 n
ee
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ed
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L
ec
tu
re
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n
te
rv
en
ti
o
n
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in
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rm
at
io
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b
o
u
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ep
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ss
io
n
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v
u
ln
er
ab
il
it
ie
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an
d
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tr
en
g
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d
re
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P
ar
en
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n
d
 
ch
il
d
re
n
 w
er
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ss
ed
 b
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o
re
 
in
te
rv
e
n
ti
o
n
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te
r 
in
te
rv
e
n
ti
o
n
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n
d
 
1
,5
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ea
r 
la
te
r 
 S
ta
n
d
ar
d
 d
ia
g
n
o
st
ic
 
in
te
rv
ie
w
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m
ea
su
re
s 
o
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c
h
il
d
 
an
d
 f
a
m
il
y
 
fu
n
ct
io
n
in
g
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in
te
rv
ie
w
s 
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o
u
t 
ex
p
er
ie
n
ce
 o
f 
p
ar
en
ta
l 
af
fe
ct
iv
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d
is
o
rd
er
 a
n
d
 
in
te
rv
e
n
ti
o
n
 e
ff
ec
ts
 
C
h
il
d
re
n
 i
n
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h
e 
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ic
ia
n
-
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d
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ro
u
p
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n
d
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st
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d
in
g
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f 
p
ar
en
ta
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fe
ct
iv
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d
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o
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P
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n
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h
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ia
n
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il
it
a
te
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rv
e
n
ti
o
n
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u
p
 r
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o
rt
ed
 
si
g
n
if
ic
a
n
tl
y
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o
re
 c
h
a
n
g
e.
  
F
in
d
in
g
s 
fr
o
m
 b
o
th
 i
n
te
rv
en
ti
o
n
s 
su
p
p
o
rt
 t
h
e 
v
al
u
e 
o
f 
a 
fu
tu
re
-
o
ri
en
te
d
 r
es
il
ie
n
c
y
-b
a
se
d
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p
ro
ac
h
. 
 
T
h
e 
g
re
at
er
 e
ff
ec
ts
 o
f 
th
e 
cl
in
ic
ia
n
-f
ac
il
it
at
ed
 i
n
te
rv
e
n
ti
o
n
 
su
p
p
o
rt
 t
h
e 
n
ee
d
 f
o
r 
li
n
k
in
g
 
co
g
n
it
iv
e 
in
fo
rm
at
io
n
 t
o
 f
a
m
il
ie
s'
 
li
fe
 e
x
p
er
ie
n
ce
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n
d
 i
n
v
o
lv
in
g
 
ch
il
d
re
n
 d
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ec
tl
y
 i
n
 o
rd
er
 t
o
 
ac
h
ie
v
e 
lo
n
g
-t
er
m
 e
ff
ec
ts
. 
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p
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d
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 c
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p
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p
er
ie
n
ce
 o
f 
ea
ch
 f
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 c
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 p
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 p
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 b
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 b
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n
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ia
n
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u
p
 p
ar
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ci
p
an
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p
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rt
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n
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a
n
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y
 l
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n
u
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b
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 c
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d
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 b
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 b
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p
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iv
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a
m
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se
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p
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 t
h
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P
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v
en
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o
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D
ep
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m
p
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 C
h
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d
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n
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E
v
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ar
en
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l 
a
n
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C
h
il
d
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h
a
n
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e
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iv
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ea
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h
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 c
h
il
d
re
n
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o
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en
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it
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 m
o
o
d
-
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is
o
rd
er
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 f
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n
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ia
n
-F
a
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te
d
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n
te
rv
en
ti
o
n
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at
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y
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 c
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 d
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n
 b
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te
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o
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ch
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re
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 m
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n
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en
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n
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at
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m
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d
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n
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 b
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h
ei
r 
ch
il
d
re
n
  
 In
 b
o
th
 i
n
te
rv
en
ti
o
n
s 
p
sy
c
h
o
ed
u
ca
ti
o
n
al
 
m
at
er
ia
l 
ab
o
u
t 
m
o
o
d
 d
is
o
rd
er
s,
 r
is
k
, 
an
d
 
re
si
li
en
ce
 w
a
s 
g
iv
e
n
. 
 
P
u
b
li
c 
h
ea
lt
h
 c
o
n
te
x
t 
 
A
ll
 f
a
m
il
y
 
m
e
m
b
er
s 
w
er
e 
as
se
ss
ed
 f
o
r 
p
sy
ch
o
p
at
h
o
lo
g
y
, 
fu
n
ct
io
n
in
g
 a
n
d
 
re
sp
o
n
se
 t
o
 
in
te
rv
e
n
ti
o
n
 
im
m
ed
ia
te
ly
 p
o
st
 
in
te
rv
e
n
ti
o
n
, 
1
 y
ea
r 
af
te
r 
in
te
rv
e
n
ti
o
n
 
an
d
 2
,5
 y
ea
rs
 a
ft
er
 
in
te
rv
e
n
ti
o
n
 
  
P
ar
en
ts
 f
ro
m
 b
o
th
 i
n
te
rv
e
n
ti
o
n
s 
re
p
o
rt
ed
 s
ig
n
if
ic
a
n
t 
 
ch
an
g
e 
in
 c
h
il
d
-r
el
at
ed
 b
eh
av
io
u
r 
at
ti
tu
d
es
, 
a
n
d
 t
h
at
 t
h
e 
a
m
o
u
n
t 
o
f 
ch
an
g
e 
in
cr
ea
se
d
 o
v
er
 t
im
e 
 
 P
ar
en
ts
 i
n
 c
li
n
ic
ia
n
 f
ac
il
it
at
ed
 
g
ro
u
p
 r
ep
o
rt
ed
 m
o
re
 c
h
an
g
e 
 
 C
h
il
d
re
n
 f
ro
m
 b
o
th
 i
n
te
rv
en
ti
o
n
 
re
p
o
rt
ed
 i
n
cr
ea
se
d
 u
n
d
er
st
a
n
d
in
g
 
o
f 
p
ar
en
ts
 c
o
n
d
it
io
n
 
 S
ig
n
if
ic
a
n
t 
b
en
e
fi
ts
 f
ro
m
 b
o
th
 
in
te
rv
e
n
ti
o
n
s 
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A
p
p
en
d
ix
 4
 (
6
) 
 
B
ea
rd
sl
ee
 e
t 
al
. 
(2
0
0
7
).
 
L
o
n
g
-t
er
m
 e
ff
ec
ts
 f
ro
m
 a
 
ra
n
d
o
m
iz
ed
 t
ri
al
 o
f 
tw
o
 p
u
b
li
c
 
h
ea
lt
h
 p
re
v
en
ti
v
e 
in
te
rv
e
n
ti
o
n
s 
fo
r 
p
ar
en
ta
l 
d
ep
re
ss
io
n
. 
 
1
0
5
 f
am
il
ie
s 
 
C
h
il
d
re
n
 8
- 
 1
5
-y
ea
r 
A
t 
le
a
st
 1
 p
ar
en
t 
su
ff
er
ed
 f
ro
m
 a
 
m
o
o
d
 d
is
o
rd
er
  
A
t 
le
a
st
 1
 n
o
n
d
ep
re
ss
ed
 c
h
il
d
  
 
T
w
o
 s
ta
n
d
ar
d
iz
ed
, 
m
a
n
u
al
-b
a
se
d
 p
re
v
en
ti
o
n
 
st
ra
te
g
ie
s 
fo
r 
fa
m
il
ie
s 
w
it
h
 p
ar
en
ta
l 
m
o
o
d
 
d
is
o
rd
er
 
 I
n
fo
rm
a
ti
o
n
a
l 
le
ct
u
re
s 
A
 b
ri
ef
, 
cl
in
ic
ia
n
-b
as
ed
 a
p
p
ro
ac
h
 i
n
cl
u
d
in
g
 
ch
il
d
 a
ss
e
ss
m
e
n
t 
an
d
 a
 f
a
m
il
y
 m
ee
ti
n
g
 
P
ar
en
ts
 a
n
d
 
ch
il
d
re
n
 w
er
e 
as
se
ss
ed
 s
ep
ar
at
el
y
 
at
 b
as
el
in
e 
a
n
d
 
ev
er
y
 9
 t
o
 1
2
 
m
o
n
th
s 
th
er
ea
ft
er
 
o
n
 b
eh
av
io
ra
l 
fu
n
ct
io
n
in
g
, 
p
sy
ch
o
p
at
h
o
lo
g
y
, 
an
d
 r
es
p
o
n
se
 t
o
 
in
te
rv
e
n
ti
o
n
. 
B
o
th
 i
n
te
rv
e
n
ti
o
n
s 
p
ro
d
u
ce
d
 
su
st
ai
n
ed
 e
ff
ec
ts
 t
h
ro
u
g
h
 t
h
e 
6
th
 
as
se
ss
m
en
t 
p
o
in
t,
 a
p
p
ro
x
im
at
e
ly
 
4
.5
 y
ea
rs
 a
ft
er
 i
n
te
rv
en
ti
o
n
 
C
li
n
ic
ia
n
-b
as
ed
 f
a
m
il
ie
s 
h
ad
 
si
g
n
if
ic
a
n
tl
y
 m
o
re
 g
ai
n
s 
in
 
p
ar
en
ta
l 
ch
il
d
-r
el
at
ed
 b
eh
av
io
rs
 
an
d
 a
tt
it
u
d
e
s 
an
d
 i
n
 c
h
il
d
-
re
p
o
rt
ed
 u
n
d
er
st
an
d
in
g
 o
f 
p
ar
en
ta
l 
d
is
o
rd
er
. 
C
h
il
d
 a
n
d
 p
ar
en
t 
fa
m
il
y
 
fu
n
ct
io
n
in
g
 i
n
cr
ea
se
d
 f
o
r 
b
o
th
 
g
ro
u
p
s 
an
d
 i
n
te
rn
al
iz
in
g
 
sy
m
p
to
m
s 
d
ec
re
as
ed
 f
o
r 
b
o
th
 
g
ro
u
p
s 
T
h
es
e 
fi
n
d
in
g
s 
d
e
m
o
n
st
ra
te
 t
h
at
 
b
ri
ef
, 
fa
m
il
y
-c
e
n
te
re
d
 p
re
v
en
ti
v
e 
in
te
rv
e
n
ti
o
n
s 
fo
r 
p
ar
en
ta
l 
d
ep
re
ss
io
n
 m
a
y
 c
o
n
tr
ib
u
te
 t
o
 
lo
n
g
-t
er
m
, 
su
st
ai
n
ed
 
im
p
ro
v
e
m
en
ts
 i
n
 f
a
m
il
y
 
fu
n
ct
io
n
in
g
. 
C
la
rk
e 
et
 a
l.
 2
0
0
1
. 
A
 R
an
d
o
m
iz
ed
 T
ri
al
 o
f 
a 
G
ro
u
p
 C
o
g
n
it
iv
e 
In
te
rv
e
n
ti
o
n
 
fo
r 
P
re
v
en
ti
n
g
 D
ep
re
ss
io
n
 i
n
 
A
d
o
le
sc
e
n
t 
O
ff
sp
ri
n
g
 o
f 
D
ep
re
ss
ed
 P
ar
en
ts
 
C
h
il
d
re
n
 o
f 
d
ep
re
ss
ed
 p
ar
en
ts
 
(1
3
-1
5
 y
ea
rs
) 
 
P
sy
c
h
o
 e
d
u
ca
ti
o
n
al
 a
n
d
 c
o
g
n
it
iv
e
-
b
eh
av
io
u
ra
l 
in
te
rv
en
ti
o
n
: 
A
d
o
le
sc
en
ts
 w
er
e 
ta
u
g
h
t 
co
g
n
it
iv
e 
re
st
ru
ct
u
ri
n
g
 t
ec
h
n
iq
u
es
 t
o
 
id
en
ti
fy
 a
n
d
 c
h
al
le
n
g
e 
ir
ra
ti
o
n
al
 u
n
re
al
is
ti
c 
o
r 
o
v
er
ly
 n
eg
at
iv
e 
to
u
g
h
s,
 w
it
h
 a
 s
p
ec
ia
l 
fo
cu
s 
o
n
 b
el
ie
fs
 r
el
at
ed
 t
o
 h
av
in
g
 d
ep
re
ss
ed
 
p
ar
en
t.
  
T
w
o
 g
ro
u
p
s:
  
U
su
al
 c
ar
e 
(n
=
4
9
) 
U
su
al
 c
ar
e 
an
d
  
1
5
-s
e
ss
io
n
 g
ro
u
p
 c
o
g
n
it
iv
e 
p
re
v
en
ti
o
n
 p
ro
g
ra
m
m
e 
(n
=
4
5
) 
T
h
re
e 
se
ss
io
n
s 
fo
r 
p
ar
en
ts
 w
er
e 
al
so
 
ar
ra
n
g
ed
 d
u
ri
n
g
 t
h
e 
in
te
rv
en
ti
o
n
. 
 
1
5
-m
o
n
th
 a
n
d
  
2
-y
ea
r 
fo
ll
o
w
-u
p
  
 
Im
p
ro
v
ed
 u
n
d
er
st
a
n
d
in
g
 o
f 
p
ar
en
ts
 s
it
u
at
io
n
 
P
o
si
ti
v
e 
ch
a
n
g
e
s 
in
 c
o
g
n
it
iv
e 
p
ro
ce
ss
  
 G
ro
u
p
 c
o
g
n
it
iv
e 
th
er
ap
y
 
p
re
v
en
ti
o
n
 p
ro
g
ra
m
 c
a
n
  
re
d
u
ce
 t
h
e 
ri
sk
 f
o
r 
d
ep
re
ss
io
n
 i
n
 
th
e 
ad
o
le
sc
en
t 
o
ff
sp
ri
n
g
 o
f 
p
ar
en
ts
 w
it
h
 a
 h
is
to
ry
 o
f 
d
ep
re
ss
io
n
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 A
p
p
en
d
ix
 5
(6
) 
C
la
rk
e 
et
 a
l.
 2
0
0
2
. 
G
ro
u
p
 
C
o
g
n
it
iv
e-
B
e
h
av
io
ra
l 
 
T
re
at
m
en
t 
fo
r 
D
ep
re
ss
ed
 
ad
o
le
sc
en
t 
o
ff
sp
ri
n
g
 o
f 
d
ep
re
ss
ed
 p
ar
en
ts
 i
n
 a
 h
ea
lt
h
 
m
ai
n
te
n
a
n
ce
 o
rg
a
n
iz
at
io
n
. 
8
8
 a
d
o
le
sc
en
t 
c
h
il
d
re
n
  
1
3
 -
 1
8
 y
ea
rs
 o
ld
 o
f 
d
ep
re
ss
ed
 
p
ar
en
ts
  
C
o
g
n
it
iv
e 
b
eh
a
v
io
u
ra
l 
in
te
rv
e
n
ti
o
n
 s
es
si
o
n
s 
fo
r 
ad
o
le
sc
en
t:
 A
d
o
le
sc
en
t 
w
e
re
 t
au
g
h
t 
co
g
n
it
iv
e 
re
st
ru
ct
u
ri
n
g
 t
ec
h
n
iq
u
es
 t
o
 i
d
en
ti
fy
 
an
d
 c
h
al
le
n
g
e 
ir
ra
ti
o
n
al
 u
n
re
al
is
ti
c 
o
r 
o
v
er
ly
 
n
eg
at
iv
e 
to
u
g
h
s,
 w
it
h
 a
 s
p
ec
ia
l 
fo
cu
s 
o
n
 
b
el
ie
fs
 r
el
at
ed
 t
o
 h
a
v
in
g
 d
ep
re
ss
ed
 p
ar
en
t.
 
P
ar
en
ts
 w
er
e 
al
so
 g
iv
en
 t
h
re
e 
in
fo
rm
at
io
n
 
se
ss
io
n
s 
ab
o
u
t 
d
is
c
u
ss
io
n
s 
in
 a
d
o
le
sc
en
t 
g
ro
u
p
s.
 T
w
o
 t
im
e
s 
a 
w
ee
k
 f
o
r 
8
 w
ee
k
s 
(1
6
 
ti
m
e
s)
. 
 
A
ss
es
sm
en
ts
 w
er
e 
co
n
d
u
ct
ed
 a
t 
b
as
el
in
e,
 a
ft
er
 
tr
ea
tm
en
t,
 a
n
d
 a
t 
1
2
-
an
d
 2
4
-m
o
n
th
 f
o
ll
o
w
-
u
p
 
N
o
 s
ig
n
if
ic
an
t 
b
e
n
ef
it
s 
fr
o
m
 t
h
e 
in
te
rv
e
n
ti
o
n
 f
o
r 
th
o
se
 a
d
o
le
sc
en
ts
 
w
h
o
 w
er
e 
d
ia
g
n
o
se
d
 w
it
h
 
d
ep
re
ss
io
n
 e
ar
li
er
. 
 
 G
ro
u
p
 c
o
g
n
it
iv
e 
b
eh
av
io
u
ra
l 
in
te
rv
e
n
ti
o
n
 s
es
si
o
n
s 
d
o
 n
o
t 
ap
p
ea
r 
to
 b
e 
in
cr
em
en
ta
ll
y
 b
en
ef
ic
ia
l 
fo
r 
d
ep
re
ss
ed
 o
ff
sp
ri
n
g
 o
f 
d
ep
re
ss
ed
 
p
ar
en
ts
 w
h
o
 a
re
 r
ec
ei
v
in
g
 o
th
er
 
m
en
ta
l 
h
ea
lt
h
 c
ar
e.
 
H
in
d
en
 e
t 
al
. 
2
0
0
5
 
T
h
e 
In
v
is
ib
le
 C
h
il
d
re
n
's
 
p
ro
je
ct
  
8
 f
a
m
il
ie
s 
(9
 p
ar
en
ts
, 
7
 f
e
m
a
le
, 
2
 m
al
e)
 
2
6
 -
4
0
 y
ea
rs
  
P
ar
en
ts
 w
it
h
 m
aj
o
r 
d
ep
re
ss
iv
e 
d
is
o
rd
er
, 
S
k
it
zo
af
fe
ct
iv
e 
d
is
o
rd
er
 
A
d
ju
st
m
e
n
t 
d
is
o
rd
e
r 
B
ip
o
la
r 
d
is
o
rd
er
 a
n
d
 s
u
b
st
an
c
e 
ab
u
se
 d
is
o
rd
er
 
P
ar
en
ts
, 
ca
se
m
a
n
a
g
er
s 
an
d
 c
h
il
d
 w
el
fa
re
 
w
o
rk
er
s 
in
te
rv
ie
w
s,
 f
a
m
il
y
 l
if
e 
re
co
rd
s 
->
 
In
te
rv
e
n
ti
o
n
 m
et
h
o
d
 d
ev
el
o
p
ed
 
 F
a
m
il
y
 c
as
e 
m
a
n
ag
e
m
e
n
t 
/ 
ca
re
 c
o
o
rd
in
at
io
n
 
2
4
-h
o
u
r 
cr
is
is
 s
er
v
ic
e
s 
 
C
as
e 
m
an
a
g
er
s 
p
ro
v
id
ed
 e
d
u
ca
ti
o
n
, 
re
fe
rr
al
, 
tr
an
sp
o
rt
, 
e
m
o
ti
o
n
al
 s
u
p
p
o
rt
 a
n
d
 a
d
v
o
ca
c
y
 
A
cc
e
ss
 t
o
 f
le
x
ib
le
 f
u
n
d
in
g
 a
n
d
 m
at
er
ia
l 
su
p
p
o
rt
  
  
 
D
ec
re
as
ed
 
h
o
sp
it
al
iz
at
io
n
/s
ta
b
il
iz
at
io
n
 o
f 
m
en
ta
l 
il
ln
es
s,
 i
m
p
ro
v
ed
 h
o
u
si
n
g
, 
in
cr
ea
se
d
 e
m
p
lo
y
m
e
n
t 
a
n
d
 
ed
u
ca
ti
o
n
, 
en
h
a
n
ce
 s
o
ci
al
 s
u
p
p
o
rt
 
n
et
w
o
rk
, 
ac
ce
ss
 t
o
 a
d
eq
u
at
e 
m
ed
ic
al
 a
n
d
 m
en
ta
l 
h
ea
lt
h
 c
ar
e,
 
im
p
ro
v
ed
 p
ar
en
ti
n
g
 k
n
o
w
le
d
g
e 
an
d
 s
k
il
ls
, 
im
p
ro
v
ed
 c
h
il
d
 s
a
fe
ty
, 
ac
h
ie
v
e
m
e
n
t 
a
n
d
 m
ai
n
te
n
an
ce
 o
f 
ch
il
d
 c
u
st
o
d
y
, 
an
d
 i
m
p
ro
v
ed
 c
h
il
d
 
fu
n
ct
io
n
in
g
 a
t 
h
o
m
e 
a
n
d
 s
ch
o
o
l.
  
O
re
l 
et
 a
l.
 2
0
0
3
  
P
o
si
ti
v
e 
C
o
n
n
ec
ti
o
n
s:
 a
 
p
ro
g
ra
m
m
e 
fo
r 
ch
il
d
re
n
 w
h
o
 
h
av
e 
a 
p
ar
en
t 
w
it
h
 m
e
n
ta
l 
il
ln
e
ss
. 
1
1
 C
h
il
d
re
n
 8
-1
3
 y
ea
rs
 o
ld
 
P
ar
en
t 
d
ia
g
n
o
se
d
 w
it
h
 m
e
n
ta
l 
il
ln
e
ss
  
C
h
il
d
 m
u
st
 h
av
e 
re
fe
rr
al
 n
ee
d
s 
: 
an
g
er
, 
fe
ar
, 
sa
d
n
es
s,
 c
o
n
fu
si
o
n
 
C
h
il
d
re
n
 w
h
o
 h
av
e 
tr
ea
tm
e
n
t 
n
ee
d
s 
ar
e 
ex
cl
u
d
ed
 
5
 w
ee
k
 p
sy
c
h
o
-e
d
u
ca
ti
o
n
al
 g
ro
u
p
s 
-i
n
fo
rm
at
io
n
 a
b
o
u
t 
d
if
fe
re
n
t 
ty
p
es
 o
f 
m
e
n
ta
l 
d
is
o
rd
er
s 
-d
ev
el
o
p
 a
 c
ri
se
s 
m
an
a
g
e
m
en
t 
p
la
n
 
5
 w
ee
k
 p
ee
r 
su
p
p
o
rt
 g
ro
u
p
 
-h
e
lp
 c
h
il
d
re
n
 t
o
 e
x
p
re
ss
 t
h
ei
r 
fe
el
in
g
 
- 
en
co
u
ra
g
e 
ch
il
d
re
n
 t
o
 g
iv
e 
su
p
p
o
rt
 f
o
r 
o
th
er
 m
e
m
b
er
s 
in
 t
h
e 
fa
m
il
y
 
6
  
m
o
n
th
 m
e
n
to
ri
n
g
 p
ro
g
ra
m
m
e 
 
- 
p
o
ss
ib
il
it
y
 t
o
 d
ev
el
o
p
 p
o
si
ti
v
e 
  
re
la
ti
o
n
sh
ip
s 
w
it
h
 a
d
u
lt
s 
o
u
ts
id
e 
h
o
m
e 
 
  
P
re
 -
 a
n
d
 p
o
st
 
m
ea
su
re
s 
S
el
f-
E
st
ee
m
 I
n
d
ex
 
(S
E
I)
  
F
a
m
il
y
 a
ss
es
sm
en
t 
m
ea
su
re
  
Q
u
al
it
at
iv
e 
m
ea
su
re
s 
Im
p
ro
v
e
m
e
n
t 
in
 a
ll
 a
re
as
 o
f 
se
lf
 
es
te
e
m
  
N
u
m
b
er
 o
f 
p
o
si
ti
v
e 
c
h
an
g
e
s 
re
p
o
rt
ed
 b
y
 c
h
il
d
re
n
 a
n
d
 p
ar
en
ts
 
in
 f
a
m
il
y
 a
ss
es
sm
en
t 
 
P
ar
en
ts
 e
v
al
u
at
ed
 f
e
w
 t
h
in
g
 a
s 
n
eg
at
iv
e 
c
h
an
g
e 
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A
p
p
en
d
ix
 6
(6
) 
 
P
it
m
a
n
 E
. 
&
 M
at
th
e
y
 S
. 
2
0
0
4
 
T
h
e 
S
M
IL
E
S
-p
ro
g
ra
m
: 
A
 
G
ro
u
p
 P
ro
g
ra
m
m
e 
fo
r 
C
h
il
d
re
n
 W
it
h
 M
e
n
ta
ll
y
 I
ll
 
P
ar
en
ts
 o
r 
S
ib
li
n
g
 
2
5
 c
h
il
d
re
n
 f
ro
m
 5
 t
o
 1
5
 y
ea
rs
 
P
ar
en
ts
 w
er
e 
d
ia
g
n
o
se
d
 w
it
h
  
d
ep
re
ss
io
n
 o
r 
sc
h
iz
o
p
h
re
n
ia
  
 
S
M
IL
E
S
 p
ro
g
ra
m
 
F
o
r 
3
 d
ay
s 
E
d
u
ca
ti
o
n
, 
m
u
si
c,
 c
o
m
m
u
n
ic
a
ti
o
n
 e
x
er
ci
se
s,
 
ar
tw
o
rk
 a
n
d
 p
ee
r 
su
p
p
o
rt
 -
 >
 
A
g
e 
ap
p
ro
p
ri
at
e 
in
fo
rm
at
io
n
 a
b
o
u
t 
m
en
ta
l 
il
ln
e
ss
 
L
if
e 
sk
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            LAPSIPERHEET AIKUISPSYKIATRIASSA 
 
Alla olevat kysymykset kartoittavat Sinun taustatietojasi. Vastaa kysymyksiin ympyröimällä sopivin vaihtoehto 
tai kirjoita vastauksesi sille varattuun tilaan.  
 
1. Sukupuoli 1.  Nainen                       2.  Mies 
 
 
 
2. Ikä   ____________vuotta 
 
 
 
3. Siviilisääty 1.  Naimaton 
2.  Naimisissa 
3.  Eronnut 
4.  Leski 
5.  Avoliitossa 
 
 
4. Lapset 1.  Ei lapsia  
2.  Lapsia 1-2  
3.  Lapsia 3 tai enemmän 
 
 
5.  Lasten iät (voit ympyröidä yhden tai useamman vaihtoehdon) 
 
 1. Alle kouluikäiset  lapset  (0-6 v) 
2. Kouluikäiset lapset  (7-12 v)  
3. Murrosikäiset lapset (13-17v)  
 
 
 4. Aikuiset lapset  (yli 18 vuotiaat)  
   
6. Peruskoulutus (Ympyröi sopiva vaihtoehto)  
1.   Kansa- tai kansalaiskoulu 
 
 2.  Keskikoulu tai peruskoulu  
 3.  Lukio/ Ylioppilastutkinto  
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7. Ammatilliset koulutukset   (Voit ympyröidä yhden tai useamman vaihtoehdon)   
 Ei Kyllä Valmistumisvuosi 
1. Mielisairaanhoitaja 0 1 ___________ 
2. Mielenterveyshoitaja 0 1 ___________ 
3. Lähihoitaja /   0 1 ___________ 
                        suuntautumisvaihtoehto:________________________________ 
4. Sairaanhoitaja 0 1 ___________ 
5. Erikoissairaanhoitaja /psykiatrinen¨ 0 1 ___________ 
6. Psykiatrinen sairaanhoitaja 0 1 ___________ 
7.   Sairaanhoitaja – AMK 0 1 ___________ 
                        Suuntautuminen:_________________________________________ 
 
Jos sinulla on jokin muu tutkinto, kirjoita tutkinnon nimi tähän  
______________________________________________________________                               
 
      
 
___________ 
 
8. Mitä täydennyskoulutusta olet hankkinut nykyiseen työhösi liittyen? 
   (Ympyröi sopiva vaihtoehto)  
 Ei Kyllä   
1. Hoitosuhdekoulutusta 0 1   
2. Työnohjaajakoulutusta    0 1   
3. Yksilöterapiakoulutusta 0 1   
4. Verkostokoulutusta   0 1   
5. Perhehoitotyö koulutusta   0 1   
6. Perhetyökoulutusta 0 1   
7. Perheterapiakoulutusta 0 1   
   
Mitä muuta koulutusta olet hankkinut tämänhetkiseen työhösi liittyen? 
 
_________________________________________________________________________________ 
 
  9. Kuinka kauan olet työskennellyt nykyisessä ammatissasi?__________vuotta_____kk 
  
 
 
10. Kuinka kauan olet työskennellyt nykyisessä työyksikössäsi________ vuotta_____kk 
 
 
 
11. Oletko tällä hetkellä (Ympyröi sopiva vaihtoehto) 
                                                1.  Virkasuhteessa   
                                                2.  Työsuhteessa  
                                                3.  Sijainen  
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12.  Käytetäänkö työyksikössäsi seuraavia hoitotyön toimintamalleja?  
       (Ympyröi sopiva vaihtoehto) 
       Ei Kyllä   
1. Yksilökeskeinen 0 1   
2.  Perhekeskeinen 0 1   
3. Yhteisöhoito 0 1 
 
  
Onko työyksikössäsi käytössä jokin muu hoitotyön toimintamalli, mikä? 
 
______________________________________________________________________________ 
 
 
13. Onko työyksikössäsi käytössä jokin tietty toimintatapa /- malli perheiden kanssa tehtävään työhön? 
(Ympyröi sopiva vaihtoehto) 
 
                                                1.  Ei        2.  On, mikä?___________________________________  
 
14.  Onko hoitamillasi potilailla seuraavia mielenterveysongelmia / sairauksia? 
        (Ympyröi kolme pääsääntöisintä diagnoosia)  
           Ei            Kyllä 
1. Masennus                            0 1   
2. Skitsofreniat                            0 1   
3. Kriisit 0 1   
4. Päihdeongelmat  0 1   
5. Huumeongelmat 0 1   
6. Psykoosit                           0 1   
7. Kaksisuuntainen mielialahäiriö      0 1   
8. Neuroosit 0 1   
9. Itsemurhavaara                  0 1   
10. Persoonallisuushäiriöt 0 1   
 
15. Kuinka pitkä on hoitamiesi potilaiden keskimääräinen hoitoaika? _________________ 
      
 
16. Kuinka usein tapaat työssäsi potilaita / perheitä, joissa on alaikäisiä lapsia  
      (Ympyröi sopiva vaihtoehto) 
 
    1. En lainkaan   
    2. Joitakin kertoja vuodessa  
    3. Kuukausittain  
    4. Viikoittain  
    5. Päivittäin 
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17. Kuinka usein tapaat työssäsi hoidossa olevien potilaiden alaikäisiä lapsia  
     (Ympyröi sopiva vaihtoehto) 
 
    1. En lainkaan   
    2. Joitakin kertoja vuodessa  
    3. Kuukausittain  
    4. Viikoittain  
    5. Päivittäin 
 
 
18. Saatko seuraavaa työnohjausta työhösi tällä hetkellä? (Ympyröi sopiva vaihtoehto) 
          
 Ei Kyllä   
1.  Perhetyönohjausta                                               0 1   
2.  Yksilötyönohjausta 0 1   
3.  Ryhmätyönohjausta       0 1   
4.  Yhteisötyönohjausta 0 1   
5. Muuta työnohjausta, mitä? 0 1   
____________________________________________________________ 
 
Ellet saa työnohjausta tällä hetkellä, miksi? 
___________________________________________________________________________________ 
 
 
19.  Kuinka usein käytät työssäsi seuraavia työmenetelmiä?  (Ympyröi sopivat vaihtoehdot) 
                            
 Päivittäin Viikoittain Kuukausittain Vuosittain En lainkaan 
1. Ryhmätoiminta 1 2 3 4 5 
2. Hoitosuhdetyöskentely 1 2 3 4 5 
3. Kotikäynnit 1 2 3 4 5 
4. Moniammatilliset   
työryhmät 
1 2 3 4 5 
5. Perheneuvottelut 1 2 3 4 5 
6. Verkostotyö  1 2 3 4 5 
 
Mitä muita työmenetelmiä käytät työssäsi? 
7. 1 2 3 4 5 
8. 1 2 3 4 5 
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Vastaa seuraaviin kysymyksiin ympyröimällä se numero, joka mielestäsi parhaiten vastaa arviotasi 
kysyttävästä asiasta seuraavalla asteikolla (1-5).     
 1 = ei koskaan      2 = harvoin 
 3 = joskus             4 = usein  
 5 = aina säännöllisesti 
 
21. Arvioi seuraavien väittämien avulla lapsiperheiden kanssa tehtävää yhteistyötä Sinun 
työyhteisössäsi. Kuinka säännöllisesti Sinun mielestäsi perheiltä/ vanhemmilta kysytään alla olevia 
tietoja vanhemman hoidon aikana.  (ei perheterapia)  
 
                                                                      Ympyröi väittämistä mielestäsi sopivin vaihtoehto 
    Vanhempia koskevat tiedot                                     
                                                                                               1= ei koskaan  5= aina säännöllisesti 
1) Vanhempien siviilisääty  (naimissa, avoliitossa, eronnut, leski) 1 2 3 4 5 
2) Vanhempien ammatit  1 2 3 4 5 
3) Vanhempien työssäolo / työttömyys 1 2 3 4 5 
4) Lasten huoltajuudet (yksin-, yhteishuoltajuus)  1 2 3 4 5 
5) Vanhempien päihteiden käyttö 1 2 3 4 5 
6) Vanhempien parisuhteen ongelmat (esim. avioeroprosessi ) 1 2 3 4 5 
7) Vanhempien sukupuoli  1 2 3 4 5 
8) Suhteet ex-puolisoihin  1 2 3 4 5 
 
Perheen lapsiin liittyvät tiedot 
                                                                                               1= ei koskaan  5= aina säännöllisesti 
9) Perheen lapset (lukumäärä, ikä, sukupuoli, jne.) 1 2 3 4 5 
10) Lasten päivähoito, koulu 1 2 3 4 5 
11) Perheen lasten mahdolliset psyykkiset ongelmat  1 2 3 4 5 
12) Lasten asuminen, jos kyseessä ns. uusperhe 1 2 3 4 5 
 
Perheen taloudellinen ja sosiaalinen tausta 
                                                                                               1= ei koskaan  5= aina säännöllisesti 
13) Perheen taloudellinen tilanne 1 2 3 4 5 
14) Perheen asumisolot (asunnon koko, ketä kotona asuu jne.) 1 2 3 4 5 
15) Perheen asuinympäristö (asuma-alue, kaupunginosa ym.) 1 2 3 4 5 
16) Perheenjäsenten harrastukset (onko mahdollisuus, varaa tms.)  1 2 3 4 5 
 
Perheen viralliset ja epäviralliset verkostot 
                                                                                               1= ei koskaan  5= aina säännöllisesti 
17) Suhteet viralliseen tukiverkkoon (hoitotahot, johon perhe kiinteästi 
yhteydessä) 
1 2 3 4 5 
18) Perheen suhteet isovanhempiin 1 2 3 4 5 
19) Perheen suhteet ystäviin (esim. tuttavat, naapurit, muut läheiset) 1 2 3 4 5 
20) Perheenjäsenten keskinäiset suhteet (esim. rooliristiriidat)  1 2 3 4 5 
 
Perheen stressitekijät 
                                                                                               1= ei koskaan  5= aina säännöllisesti 
21) Perheenjäsenten akuutit somaattiset sairaudet 1 2 3 4 5 
22) Perheenjäsenten pitkäaikaissairaudet, vammat 1 2 3 4 5 
23) Psyykkiset sairaudet suvussa / perheessä aiemmin 1 2 3 4 5 
24) Perheen viimeaikaiset vaiheet, elämänmuutokset 1 2 3 4 5 
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Vastaa seuraaviin kysymyksiin ympyröimällä se numero, joka mielestäsi parhaiten vastaa arviotasi 
kysyttävästä asiasta seuraavalla asteikolla (1-5).   
  1=täysin eri mieltä 2 = eri mieltä  
  3 =osittain eri ja osittain samaa mieltä 
  4 =samaa mieltä          5 = täysin samaa mieltä  
 
22. Arvioi seuraavien väittämien avulla, miten Sinun mielestäsi perhetapaamiset suunnitellaan ja 
toteutetaan  Sinun työyksikössäsi,  kun perheessä on alaikäisiä lapsia.  (ei perheterapia)                                      
           
        Perheen tapaaminen                                        1 = täysin eri mieltä 5 = täysin samaa mieltä                           
1) Perhetapaamiset sovitaan etukäteen (esim. toteutuu tehdyn 
hoitosuunnitelman mukaisesti) 
1 2 3 4 5 
2) Perheitä tavataan vain satunnaisesti vierailujen yhteydessä 1 2 3 4 5 
3) Satunnaisissa tapaamisissa keskustellaan perheen lasten kanssa  1 2 3 4 5 
4) Perheen kanssa vietetään aikaa (esim. osastolla vierailun yhteydessä) 1 2 3 4 5 
5)   Perhetapaamisessa on mukana avohoidon työntekijöitä 1 2 3 4 5 
6) Perheitä tavataan kotikäynneillä 1 2 3 4 5 
7)   Sovittujen perhetapaamisen tavoitteet suunnitellaan etukäteen 1 2 3 4 5 
8)   Sovittujen perhetapaamisten toimintamenetelmät suunnitellaan 
etukäteen 
1 2 3 4 5 
9) Sovituissa perhetapaamisissa käytetään apuna: esim. sukupuuta, 
verkostokarttaa, vanhemmuuden roolikarttaa, tms.  
1 2 3 4 5 
10) Perhetapaamiset kirjataan hoitosuunnitelmaan 1 2 3 4 5 
11) Perhetapaamisissa on aina mukana sama hoitaja (ainakin yksi)  1 2 3 4 5 
12) Verkosto mukana perhetapaamisissa esim. lastensuojelu, 
kouluterveydenhuolto 
1 2 3 4 5 
 
   Lasten tapaaminen                                                 1 = täysin eri mieltä 5 = täysin samaa mieltä  
13) Kun lapsi on mukana perhetapaamisissa, ne liittyvät lapsen asioihin  1 2 3 4 5 
14) Perhetapaamisissa lapsia varten on nimetty hoitaja / henkilö 1 2 3 4 5 
15)   Perhetapaamisissa varmistetaan, että lapsi ymmärtää asiat oikein 1 2 3 4 5 
16)   Perhetapaamisissa lapset voivat osallistua keskusteluun  1 2 3 4 5 
17) Lapsia tavataan erikseen ilman vanhempia 1 2 3 4 5 
18) Tapaamisissa lapsille on varattu leikkivälineitä 1 2 3 4 5 
19) Lasten tapaamissa käytetään eri menetelmiä esim. kirjoja  1 2 3 4 5 
  
Lasten tapaamisten suunnittelu                            1 = täysin eri mieltä  5 = täysin samaa mieltä       
20) Työntekijät päättävät tavataanko lasta vanhemman hoidon aikana      1     2     3    4 5 
21) Lasten tapaaminen suunnitellaan vanhemman terveydentilan mukaan     1     2     3    4 5 
22) Vanhemmat päättävät tavataanko lapsia hoidon aikana     1     2     3     4 5 
23) Lastenpsykiatrian henkilökuntaa konsultoidaan tarvittaessa     1     2     3     4 5 
24) Lapset otetaan mukaan kun perheen tilannetta arvioidaan ja 
vanhemman hoidosta päätetään 
    1     2     3     4 5 
25)   Vanhemmat voivat vaikuttaa siihen, mitä ja miten lapsille kerrotaan 
sairaalassa olevan vanhemman tilanteesta 
    1     2     3     4 5 
26)   Vanhempia rohkaistaan ja tuetaan kertomaan sairaalassa olevan 
vanhemman tilanteesta lapsille                  
    1      2     3     4 5 
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Vastaa seuraaviin kysymyksiin ympyröimällä se numero, joka mielestäsi parhaiten vastaa arviotasi 
kysyttävästä asiasta seuraavalla asteikolla (1-5).     
     1 = täysin eri mieltä    2 =eri mieltä 
                                                                                3 =osittain eri ja osittain samaa mieltä  
                                                                                4 =samaa mieltä          5 = täysin samaa mieltä  
 
 
 
23. Arvioi seuraavassa esitettyjen väittämien avulla, miten ja mistä asioista Sinä keskustelet  vanhemman 
/vanhempien kanssa   perheen alaikäisiin lapsiin liittyen  ( ei perheterapia)  
                                                    
                                                                                   1= täysin eri  mieltä  5= täysin samaa mieltä 
1) Otan lapset puheeksi vanhempien kanssa omasta aloitteestani  1 2 3 4 5 
2) Puhun lapsista vain, jos vanhemmat ottavat lapset puheeksi 1 2 3 4 5 
3)  Keskustelen siitä, miten vanhemmat ajattelevat vanhemman 
sairastumisen vaikuttaneen perheen lapsiin 
1 2 3 4 5 
4) Keskustelen siitä, miten perheen lasten ikäiset lapset yleensä 
ymmärtävät vanhempien ongelmia ja tulkitsevat niitä 
1 2 3 4 5 
5) Keskustelen siitä, miten perheen lasten ikäiset lapset saattavat 
reagoida/ toimia kun vanhemmalla on mielenterveysongelmia  
1 2 3 4 5 
6) Keskustelen (perheen lasten iän huomioiden) siitä, miksi lasten olisi 
hyvä tietää, mistä vanhemman sairaudessa on kysymys (miksi 
vanhempi käyttäytyy oudosti, ei jaksa tms.) 
1 2 3 4 5 
7) Keskustelen harrastusten ja ystävien merkityksestä lapsille, 
huomioiden perheen lasten iät 
1 2 3 4 5 
8) Keskustelen perheen ulkopuolisten aikuisten merkityksestä lapsille, 
huomioiden perheen lasten iät 
1 2 3 4 5 
9)   Keskustelen siitä, miten vanhemmat voisivat tukea eri ikäisiä lapsia 
perheessään 
1 2 3 4 5 
 
 
24. Arvioi seuraavien väittämien avulla, mistä perheen vuorovaikutukseen liittyvistä asioista Sinä  
keskustelet vanhempien kanssa, kun perheessä on alaikäisiä lapsia.  (ei perheterapia)   
 
                                                                                   1= täysin eri  mieltä  5= täysin samaa mieltä 
1) Keskustelen lasten ja kotona olevan vanhemman suhteesta  1 2 3 4 5 
2) Keskustelen lasten ja hoidossa olevan vanhemman suhteesta 1 2 3 4 5 
3) Keskustelen siitä, kuka huolehtii lapsista, (ruoka, koulu, uni jne.) 1 2 3 4 5 
4) Keskustelen perheen sosiaalista suhteista (esim. suhteet sukulaisiin, 
naapureihin) 
1 2 3 4 5 
5) Keskustelen vanhempien ja isovanhempien välisistä suhteista 1 2 3 4 5 
6) Keskustelen sisarusten välisistä suhteista perheessä 1 2 3 4 5 
7) Keskustelen vanhempien parisuhteesta (esim. ristiriidat, roolit) 1 2 3 4 5 
8) Keskustelen lasten ja isovanhempien suhteista  1 2 3 4 5 
9) Keskustelen suhteesta ex - puolisoihin, jos puolisoilla yhteisiä lapsia 1 2 3 4 5 
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25. Arvioi seuraavien väittämien avulla, miten Sinä tuet vanhempia olemaan isänä ja äitinä,  
      kun  toinen vanhemmista on hoidossa.  (ei perheterapia)  
                                                                                                                                        
                                                                                  1= täysin eri  mieltä  5= täysin samaa mieltä                                                                              
1) Keskustelen vanhempien jaksamisesta  1 2 3 4 5 
2) Kysyn pelkäävätkö vanhemmat, että lapset otetaan huostaan  1 2 3 4 5 
3) Keskustelen vanhemman sairauden oireista, hoidosta  
         miten se mahdollisesti vaikuttaa perheen arkeen 
1 2 3 4 5 
4) Annan vanhemmille tietoa sopivasta alan kirjallisuudesta 1 2 3 4 5 
5) Autan hoidossa olevaa vanhempaa näkemään sairautensa       
muiden perheenjäsenten näkökulmasta 
1 2 3 4 5 
6) Tuen vanhempia keskustelemaan keskenään sairauden  
vaikutuksista perheeseen  
1 2 3 4 5 
7) Keskustelen vanhempien kanssa sairauden vaikutuksesta  heidän  
parisuhteeseen 
1 2 3 4 5 
8) Keskustelen siitä, mitä vanhemmat odottavat  perhetapaamisilta, 
johon lapset osallistuvat  
1 2 3 4 5 
9) Annan vanhempien päättää, mitä lapsille puhutaan 
perhetapaamisissa 
1 2 3 4 5 
10) Kannustan vanhempia tukemaan lasten kodin ulkopuolia 
harrastuksia ja ihmissuhteita       
1 2 3 4 5 
11) Tuen vanhempia kuulemaan lasten kokemuksia ja tarpeita  1 2 3 4 5 
12) Korostan vanhemmuuden merkitystä ja tärkeyttä  1 2 3 4 5 
 
 
 
 
 
26. Arvioi seuraavien väittämien avulla, miten hoitoyhteisössä (työyksikössäsi) tuetaan potilaan  isänä tai 
äitinä olemista hoidon aikana.  (ei perheterapia)  
                                                                                                    
                                                                                  1= täysin eri  mieltä  5= täysin samaa mieltä 
1) Perheen keskinäisille tapaamisille on erillinen, viihtyisä tila  1 2 3 4 5 
2) Hoidon aikana tuetaan vanhemman kotona selviämistä esim. potilailla 
vastuu roolit hoitoyhteisössä, vastuun ottaminen omista asioista jne. 
1 2 3 4 5 
3) Hoidon aikana järjestetään kotiin, kotona selviämistä auttavia 
tukitoimia (esim. vertaisryhmät, kotiapu) 
1 2 3 4 5 
4) Yhteisössä huomioidaan perhejuhlat (esim. isäin- ja äitienpäivä)  1 2 3 4 5 
5) Yhteisötilanteissa potilaita rohkaistaan jakamaan kokemuksiaan 
sairauden vaikutuksesta perheeseen (esim. aamuryhmät)  
1 2 3 4 5 
6) Isänä ja äitinä olemisesta puhutaan osaston yhteisissä toiminnoissa 
(ulkoilu, harrastukset, tv:n katselu jne.)  
1 2 3 4 5 
7) Lapsilla on mahdollisuus vierailla joustavasti vanhempiensa luona  1 2 3 4 5 
8) Vanhemmilla on mahdollisuus hoidon aikana osallistua lapsille 
      tärkeisiin tilanteisiin (esim. vanhempainillat, koulu- ja tarhajuhlat, 
harrastukset)  
1 2 3 4 5 
9) Positiivinen palaute vanhemmalle (isänä / äitinä olemisesta) lasten 
tapaamisissa ja lapsista esim. vierailulla  
1 2 3 4 5 
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27.  Arvioi seuraavien väittämien avulla, mitä  asioita Sinä huomiot lasten tilanteesta perheessä, kun 
vanhempi on hoidossa. (ei perheterapia)  
 
                                                                                   1= täysin eri  mieltä  5= täysin samaa mieltä 
1) Tarkistan, onko lasten hoito kunnossa kun vanhempi hoidossa  
      (koulu, uni, ruoka, vapaa-aika) 
1 2 3 4 5 
2) Ryhdyn tarvittaessa toimiin lasten hoidon järjestämiseksi (esim. otan 
yhteyttä sosiaalitoimeen) 
1 2 3 4 5 
3) Arvioin, pystyykö perhe vastaamaan perheen lasten ajankohtaisiin / 
ikään liittyviin kehityshaasteisiin (esim. leikki, ystävyyssuhteet, 
koulunkäynti) 
1 2 3 4 5 
4) Selvitän, onko lapsilla kodin ulkopuolisia harrastuksia 1 2 3 4 5 
5) Arvioin lasten koulunkäynnin sujuvuutta (poissaolot, ongelmat jne.) 1 2 3 4 5 
6) Selvitän, onko lapsilla ikäistensä mukaisia kaverisuhteita 1 2 3 4 5 
7) Arvioin lasten mahdollisuutta tuoda omat tarpeensa esille perheessä 1 2 3 4 5 
8) Selvitän, onko lapsilla kodin ulkopuolisia luotettavia aikuisia 1 2 3 4 5 
9) Arvioin ottavatko lapset ikäänsä nähden liikaa vastuuta perheessä 
(esim. kauppa-asiat, pienempien hoito, kodinhoito) 
1 2 3 4 5 
 
 
28. Arvioi seuraavien väittämien avulla, miten Sinä tuet perheen ala-ikäisiä lapsia tavatessasi heitä 
vanhemman hoidon aikana. (ei perheterapia)     
                                                                    
                                                                                   1= täysin eri  mieltä  5= täysin samaa mieltä 
1) Autan lasta kertomaan, mitä hän on kokenut vanhemman sairauteen 
liittyen (tapahtumat kotona, pelot, häpeä, syyllisyys)  
1 2 3 4 5 
2) Kerron lapsen iän huomioiden (vanhemman luvalla), mistä 
vanhemman tilanteessa on kysymys (esim. miksi äiti/ isä käyttäytyy 
oudosti)  
1 2 3 4 5 
3) Keskustelen lapsen kanssa hänen pelostaan sairastua itse, lapsen iän 
huomioiden  
1 2 3 4 5 
4) Autan lapsia ymmärtämään, etteivät he ole aiheuttaneet vanhemman 
sairautta  
1 2 3 4 5 
5) Kerron  lapselle, ettei hän ole vastuussa vanhemman hoidosta, vaan  
siitä vastaavat hoitavat aikuiset (esim. lääkärit, hoitajat) 
1 2 3 4 5 
6) Kannustan lapsia heidän ikänsä mukaisesti ylläpitämään omia 
harrastuksiaan ja ystävyyssuhteitaan  
1 2 3 4 5 
7) Kysyn lapsilta, mikä heitä on auttanut vaikeissa tilanteissa aiemmin 1 2 3 4 5 
8) Keskustelen siitä, mikä lapsia erityisesti askarruttaa vanhemman 
       tilanteessa 
1 2 3 4 5 
9) Kerron, mihin/keneen lapset voivat tarvittaessa ottaa yhteyttä  1 2 3 4 5 
10) Kysyn miten kaverit ovat suhtautuneet vanhemman sairaalassa oloon  1 2 3 4 5 
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29. Seuraavissa on kuvattu tekijöitä, joiden on todettu vaikeuttavan lapsiperheiden kanssa työskentelyä 
aikuispsykiatriassa.  
 
Arvioi miten sinä koet näiden tekijöiden vaikeuttavan Sinun työyksikössäsi lapsiperheiden kanssa tehtävää 
yhteistyötä  
 
Käytä alla olevaa arvosteluasteikkoa (1-4) ja merkitse kunkin väittämän eteen numero, joka parhaiten kuvaa 
sinun arviotasi.   1 = ei vaikeuta lainkaan            2 =  vaikeuttaa jonkin verran           
                                                      3 = vaikeuttaa melko paljon    4 = vaikeuttaa erittäin paljon 
  
 
Työyhteisöön liittyvät tekijät 
1) ________Työryhmissä vastarinta perheiden kanssa työskentelyä kohtaan 
2) ________Henkilökunnan keskinäiset ristiriidat  
3) ________Työryhmien sopimukset potilaan hoidosta 
4) ________Sairaalan johdon ja hallinnon tuki (koulutuksiin pääsy ym.)  
5) ________Olemassa olevat henkilökunta resurssit 
 
Hoitotyöhön liittyvät tekijät 
6. ________Perheiden kanssa työskentely on sitovaa 
7. ________Yksilökeskeinen hoitotyön kulttuuri  
8. ________Yhteistyö sidosryhmien (esim. avohoito) kanssa  
9. ________Yhteistyö sosiaalitoimen kanssa  
10. ________Työnohjauksen järjestyminen/ saatavuus 
11. ________Arviointi- ja työmenetelmien sopivuus perheiden kanssa työskentelyyn   
12. ________Mahdollisuudet konsultoida lasten psykiatrian henkilökuntaa 
13. ________Yhteistyö perheiden kanssa ei ole hoitotyön omaa aluetta 
 
Hoitotyöntekijöihin liittyvät tekijät 
13. ________Hoitajien valmiudet tukea vanhemmuutta 
14. ________Hoitajien valmiudet tukea lapsia vanhemman hoidon aikana 
15. ________Henkilökunnan tiedot lastensuojelua koskevista laeista ja asetuksista                        
16. ________Hoitajien valmiudet tukea perheen vuorovaikutusta 
17. ________Hoitajien asenteet lastentapaamiseen aikuispsykiatriassa 
 
Perheeseen ja potilaaseen liittyvät tekijät 
19) ________Perheiden ajanpuute  
20) ________Perheiden asenteet yhteistyöhön 
21) ________Perheiden pelot hoitoon liittyen 
22) ________Potilaiden hoitoaikojen pituus 
23) ________Potilaiden terveydentila  
24) ________Perheet asuvat kaukana sairaalasta  
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 INFORMATION ABOUT THE FAMILY 
 
 
α value  
 
No. of items 
   
  Information about parents 0.72 6 
Marital status   
Professions   
Employment    
Custody of children   
Substance use   
Marital problems   
   
Information about children 0.82 4 
Children (number, age, gender)   
Day care, school (where the children are during the day)   
Children’s problems (behavioral, symptoms)    
Children’s living  (where and with whom they live)    
   
Information about socio-economic situation 0.85 4 
Economic situation (livelihood)   
Living conditions (number of rooms, facilities)    
Living area (rural area, unstable area)    
Hobbies (common hobbies, parents, children’s hobbies)   
   
Information about family relationships 0.75 3 
Official support for family  (e.g. regular connections to social services)    
Relations with extended family    
Relations with family friends    
 
 
 
 
SUPPORT FOR PARENTING   
 
α value  
 
No. of items 
 
   
Parents’ well-being 0.70 5 
Parents’ general well-being    
Fear of losing custody of children    
Impact of the illness to family life   
Understanding the impact of illness (ill parent)   
Impact of the illness to parents’ relationship   
   
Discussing children with parents  0.88 9 
I  make the initiative to talk about children    
Parents concerned of the impact of  the illness to their children   
Children’s way of understanding parents’   problems    
Children’s reactions when a parent has mental health problems   
Importance for children to understand parents’ situation (illness)   
Importance of friends to children    
Importance of  other safe adults to children    
Methods to support children    
Information about suitable literature   
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SUPPORT FOR PARENTING AT THE UNIT  
 
α value 
 
No. of items 
 
Support for parenting in a therapeutic milieu  0.78 6 
Family celebrations are recognized  (e.g. Fathers’ Day, Mothers’ Day)    
Topics related to parenting are discussed in patient meetings    
Topics related to parenting are discussed during everyday activities    
Children can freely visit their parent    
Parents can participate in events important to children outside the hospital    
Positive feedback on parenting skills     
 
Support for managing with at home 
 
0.74 
 
2 
Activities are arranged at the units   
Support is arranged for home after hospitalization   
 
 
 
 
 
 
 
 
 
 
 
 
 
SUPPORT FOR CHILDREN 
 
α value  
 
No. of items 
 
 
Children´s safety 
 
0.67 
 
2 
Children’s safety (school, sleep, nutrition, leisure time)   
If needed I will arrange the children’s care (e.g. contact the social services)   
 
Discussing  parents with children 
 
0.86 
 
5 
I help the child to describe his/her experiences concerning the parent’s 
illness  (fears, shame, guilty) 
  
Main concerns related to the parent’s situation (fears)   
I tell to the child what is wrong with the parent (e.g.  explaining the behavior)  
(If the parents allow me to)  
  
Explain that the parent is not ill because of the child (not his/her fault)    
Adults will take care of the parent, it is not the children’s responsibility   
Discussion about children’s own life    0.91 5 
Advise the child who to contact if needed (relatives, mental health services)   
Friends’ opinions and attitudes towards the parent’s illness and 
hospitalization   
  
Encourage children to have friends and hobbies    
Child’s earlier coping methods in difficult situations    
Child’s fear of becoming mentally ill   
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RECOGNITION OF FAMILY RELATIONSHIPS 
 
α value 
 
No. of  items 
 
Relationships within the family 
 
0.83 
 
4 
 Children’s relationship with the well parent  
 Children’s relationship with the ill parent (patient)  
 Relationship between parents (problems, roles, strengths)  
 Relationship between siblings  
  
  
  
  
  
 Relationships outside family 
0.89 4 
 Relationships with ex-spouses (if common children)  
 Relationships outside the family (e.g. relatives,  neighbors) 
 Relationship between grandparents and parents  
 Relationship between children and grandparents 
 
  
 Children’s situation  in the family  
0. 87 6 
 Children’s developmental needs  
 Children’s responsibilities in family  (e.g. shopping,  taking care of     
other  children, household duties)  
 Children’s activities outside the family 
 Children’s relations ships outside the family (friends )  
 Do children have safe adults outside the family 
 Are the needs of children met in the family  
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